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Cancer of the Breast: a Comparison Study of Findings 


in a Charity Clinic and in a Private Clinic 


Epwarp JeLks, M.D. 
AND 
A. T. KENNEDY, M.D. 
JACKSONVILLE 


During the year 1948, 2,929 deaths in the state 
of Florida were due to cancer, and there were 281 
deaths in Duval County which were attributed 
directly to this disease. It is further estimated 
that over 1,000 people in Duval County are living 
with some form of cancer in their system. The 
number of deaths can be reduced if an early diag- 
nosis is made and the proper treatment instituted. 
The death rate is necessarily high in many forms 
of cancer because it arises in some organ which is 
deep within the body and thus is discovered too 
late to effect a cure. This should not be true of 
the type reported in this study as the breast is on 
the surface of the body and is easily accessible for 
examination by both the patient and the physician. 

In a previous report,! a study of 100 cases of 
cancer of the breast treated at the Duval County 
Hospital was described, and an attempt was made 
to analyze the poor results. In this presentation, 
the patient as she presented herself in a charity 
clinic is compared with the patient in a private 
clinic. Altogether, 418 operations were performed 
at the two institutions with the question of malig- 
nant disease under consideration. Comprising the 
charity group were 113 consecutive cases seen 
during the years 1927-1946. In 100 of these cases 
the disease proved to be malignant. There were 
305 cases in the private group, seen during the 
years 1921-1946, and in 116 of these cancer was 
present. The patients included in the private 
group represent the number receiving treatment 
for this disease at the Riverside Hospital since its 
organization into a clinic in 1921. Differences 
between the two will be discussed. Treatment and 
results will be compared. 

The age groups were about the same in the two 
institutions, as shown in table 1. It will be noted 
that the disease occurred most frequently between 
the ages of 40 and 49 years. The number be- 


Read before the Florida Medical Association, Seventy-Fifth 
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Table 1—Age 


Riverside Duval County 


Age Groups Hospital Hospital Total 
20-29 2 6 8 
30-39 13 11 24 
40-49 35 38 73 
50-59 28 22 50 
60-69 28 18 46 
70-79 8 4 12 
2 1 3 


80-89 


tween the ages of 20 and 29 years is 8 or alinost 
4 per cent, and the number below the age of 40 
teta's 32 or 15 per cent. 
tather surprising and serve as a reminder that it is 


These percentages are 


never safe to say or think that a patient does not 
have cancer of the breast because she is not old 
enough. 


The first major difference in the two groups 
can be seen in table 2 and figure 1. Thirty-eight 
or 32.8 per cent of the Riverside Hospital group 
were seen within one month after their first symp- 
tom referable to the breast occurred. Only 1 pa- 


Table 2.—Symptoms, Their Duration, and 
Chief Complaint 


Riverside Duval County 


Hospital Hospital Total 
Duration of symptoms 
when first seen 
1 month or less 38 1 39 
2 months 10 7 17 
3 months 10 14 24 
4-6 months 23 2 44 
7-12 months 19 23 42 
13-24 months 11 x 29 
25-48 months 3 7 10 
49 months or more 2 ) 11 
First abnormality noticed by 
patient 
Tumor 103 ol 199 
Pain 4 4 8 
Discharge 4 5 9 
Chief complaint 
Tumor G4 37 131 
Pain 17 46 63 
Discharge 3 3 6 
2 14 16 


Ulceration 
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tient out of 100 patients studied at the Duval Table 3.—Size of Tumor, Attachment 








County Hospital was seen this soon. After this and Metastasis 
initial difference, the distribution is about equal Riverside Duval County 
between the two clinics. But among the private _. Hospital Hospital _— Total 
: asi ‘ Size of Tumor 
patients seen within the first month there was a “> ql 53 1 54 
five year survival rate of 60 per cent. a CM. esses eeesssseeee 7 41 84 
_ ° BOP MIR. areesrisncoredeersis 1 36 53 
In both groups the first abnormality noted 10.0 cm. or larger 3 2 25 
most frequently was a “lump” or a tumor in the Attachment 
b Pain ccd dlack inf initial Skin attachment ...... 74 86 160 
reast. Pain and discharge were infrequent initia Deep attachment ... 12 66 78 
symptoms. Ninety-four of the private patients Skin nodules .. 3 17 20 
: : : Ulceration _............ 5 24 29 
sought medical aid because of a tumor in the  yetastasis 
breast, as compared with 37 of the charity patients. — ie — 34 67 101 
The chief complaint of the latter group usually ee Gee eee Bs " 7 
was pain or ulceration or both. Thus, the early Lung ......... acids 1 4 5 
: ‘ . Mediastinum ............ _ 2 2 
picture of cancer of the breast is characterized by — 1 4 5 
1 1 2 


the symptom of a painless lump. A discharge BIE accrssryaccensesnvconinis 


from the nipple and pain in the breast are not 
frequent signs of a malignant growth. nation is revealing. In 53 of the cases examined 


In table 3 and figure 2 a study of the size of at the Riverside Hospital, the tumor was 2.5 cm. 
the tumor reported at the initial physical exami- (1 inch) or less in diameter. In only 1 patient of 
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the Duval County Hospital group was there a 
tumor this small. The number in each institu- 
tion is about equal at 5.0 cm., but thereafter it 
drops off sharply in the private cases, 17 being 7.5 
cm., as compared to 36, and 3 being 10.0 cm., or 
larger, as compared to 22. 


A look at the attachment and involvement of 
local and distant structures further emphasizes the 
difference between the two groups. Eighty-six of 
the Duval County Hospital patients had skin at- 
tachment, as compared to 74 at Riverside Hos- 
pital (this figure is not as high as was expected). 
We believe that skin attachment can be demon- 
strated in a large number of patients as an early 
finding. We have seen it present when a discrete 
tumor could not be demonstrated. We do not 
attach much significance to the outline of the 
tumor or to the degree of hardness. Deep attach- 
ment occurred in only 12 of the private patients, 
but was present in 66 of the charity patients. Skin 
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nodules and ulcerations were rare at the Riverside 
Hospital and not too rare at the Duval County 
Hospital. One patient at the Riverside Hospital 
was seen initially with supraclavicular nodes and 
other distant metastases, while 13 of the Duval 
County Hospital patients had _ supraclavicular 
nodes when they presented themselves for exami- 
nation, and thus, their condition was hopeless at 
the outset. 


The types of treatment used are summarized 
in table 4. Of the 216 patients studied, 154 re- 
ceived a radical mastectomy, while 42 had opera- 
tions performed that were not as complete in their 
scope. Four had the tumor only removed; 23 had 
only the breast removed; 18 had the breast re- 
moved and a partial axillary dissection performed, 
while 1 patient had the breast and the pectoral 
muscles removed without the axillary dissection. 
It is a well established maxim that in dealing with 
cancer there is one real chance to cure it and 
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Table 4.—Treatment 


Riverside Duval County 


Hospital Hospital Total 
Operative treatment 
Tumor only , 1 3 4 
Breast only — 12 11 23 
Breast and axilla 3 15 18 
Breast and muscle ~~ 1 1 
Radical resection . 99 55 154 
Irradiation treatment 
Preoperative roent- 
gen therapy 12 - 12 
Postoperative roent- 
gen therapy 38 - 38 
Roentgen therapy 
only . : 1 1 
Radium and roentgen 
therapy only -- 1 1 
Supportive therapy 
only 1 13 14 


therefore one must be as radical as possible at the 
onset. In recent years none of the incomplete 
operations have been done, except in a few in- 
stances in which a simple mastectomy (breast on- 
ly) was performed for palliation. 

In the treatment of these patients, as with all 
patients with cancer of the breast, a_ radical 
mastectomy is the procedure of choice if a cure is 
to be obtained. Many of the patients coming to 
the Duval County Hospital were in a far advanced 
state and only 55 per cent were considered as 
candidates for this form of therapy. The remain- 
ing patients received palliative and supportive 
measures. The operability of the patient is an 
individual matter and depends on several factors. 
l‘irst, the tumor must not have spread locally be- 
yond the area surgery can surround. Second, the 
patient must not have distant metastases. Third, 
the patient’s physical constitution must be such 
that it is safe to perform the radical operation. 
This last requirement has been greatly extended 
with the recent advances which make all patients 
safer for surgery. In each case the surgeon, the 
internist, the anesthetist and the pathologist form 
a team to decide the best course to pursue. 


When it has been decided that the patient is 
operable, the operation which is performed is 
based on the surgical principles laid down by Hal- 


sted.2 A description of the technic used follows: 


The initial skin incision is made with the thought 
of completely surrounding the tumor growth area. 
No consideration is given to closure of the wound. In 
a few cases, closure has been necessarily supplemented 
by a split-thickness skin graft. The skin flaps are 


cut thin and even and the dissection is carried to the 
following limits: 
1. Medially to 2 or 3 centimeters beyond the mid 
line. 
2. Superiorly to the clavicle and the cephalic 
vein. 
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3. Laterally to 2 or 3 centimeters beyond the 

anterior border of the latissimus dorsi muscle. 

4. Inferiorly to the fascia overlying the rectus 

abdominis muscle. 

By incising through the overlying fat, the pec- 
toralis major muscle is exposed and the lower three- 
fourths of the fibers are separated from the upper 
one-fourth, down to the attachment on the humerus. 
At this point, the lower fibers are cut across and the 
muscle retracted medially. In order to obtain better 
exposure of the pectoralis minor muscle, parts of the 
pectoralis major muscle are then detached from the 
sternal margin. With care to avoid damage to the 
vein beneath it, the pectoralis minor is cut across at 
its attachment to the coracoid process on the scapula. 
Then the two muscles are retracted and the costocor- 
acoid membrane is cut, thus exposing the axilla to its 
highest point. 

The axillary dissection is begun at the apex and 
carried laterally. The vein is dissected free of all fat 
and the branches of the artery and the vein are indi- 
vidually doubly clamped, divided and ligated. Any 
lymph nodes that are found clustered about the vein 
are removed and _ labeled. 

The long thoracic nerve and the subscapular ves- 
se's are removed if it appears that the surrounding 
tissue is involved. 

When the anterior border of the latissimus dorsi 
muscle is reached, the dissection is carried down to 
the serratus anterior muscle. Next, the origins of 
the pectoral muscles on the ribs are freed by sharp 
dissection and this is carried laterally, removing the 
fascia of the serratus anterior muscle and the upper 
part of the rectus sheath. 

Thus, the entire breast with the axillary contents, 
the pectoral muscles and the fascia of the serratus 
anterior muscle and the upper portion of the rectus 
sheath are removed in one mass. The wound is then 
irrigated with warm normal salt solution. A soft rub- 
ber tissue drain is usually placed in the axilla through 
a stab wound. 

In most cases the wound can be closed and graft- 
ing is not necessary. When this is not possible, a 
split-thickness graft is used to cover the defect at the 
time of operation. 


Preoperative and postoperative roentgen ther- 
apy was used at Riverside Hospital, but did not 
appear to increase the five year survival rate. 
Thirty-eight received postoperative roentgen treat- 
ment, and 18 or 48 per cent survived five years. 
In the group receiving preoperative roentgen treat- 
ment, the number of patients was too small to be 
of value. It was used in the more unfavorable 
cases. 

There were 2 cases of sarcoma and 3 cases of 
Paget’s disease in the entire series. The remainder 
fell into some class of carcinoma. In 38 of the 
Riverside Hospital cases, the pathologist reported 
that the disease had progressed as far as the 
axillary lymph nodes. 
pared with 55 cases at the Duval County Hos- 
pital in which there was extension to the axilla at 
the time of surgical intervention. 

There was a low incidence of a history of 
trauma at both institutions. A history of cancer 
in the family was obtained in 23 cases of the en- 
tire series, which represented only 10.6 per cent. 
The right and left breasts were found to be in- 


This number is to be com- 
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volved about equally. 


Table 5.—Type of Lesion and 


Other Data 


Riverside Duval County 


Hospital Hospital Total 
Type of lesion 
Carcinoma 113 98 211 
Paget’s disease . 2 1 3 
Sarcoma . 1 1 2 
Lymph node 
involvement 36 55 91 
Muscle involvement -- 4 4 
Miscellaneous 
Previous injury or 
trauma . ; 5 16 21 
Family history we 18 5 23 
Right breast 57 54 111 
Left breast 59 51 110 
5 5 


Both breasts — 


In table 6 we have tried to correlate a study 
of the involvement or extension of the disease to 
the lymph nodes in the axilla. For the purpose of 
study, the disease was classified into Clinical 
Stages I and II and Pathologic Stages I and II. 
Clinical Stage I includes the cases in which the 
disease was limited to the breast itself. In Clinical 
Stage IT axillary lymph nodes were detected by at 
least one examiner. Pathologic Stage I is not a 
histologic grading or an index of the degree of 
malignancy, but is based on failure to find micro- 
scopic metastatic axillary disease. In Pathologic 
Stage II are the cases in which the pathologist 
reported microscopic evidence of extension of the 
cancer into the axillary lymph nodes. It was found 
that the clinician is often wrong in his preliminary 
classification of the condition into Stage I or Stage 
II. In the two institutions, 89 patients were found 
clinically to have palpable axillary lymph nodes. 
After operation and examination by the patholog- 
ist had been performed, it was learned that 32.5 
per cent of this group did not show extension of 
the disease to the axillary nodes. 


Table 6.—Clinical: and Pathologic Correlation 
of Lymph Node Involvement 


Riverside Duval County 


Hospital Hospital Total 
Operative cases 

Palpable 34 55 89 
Involved 17 42 59 
Not involved 17 12 29 
Not stated => 1 1 
Not palpable 72 30 102 
Involved 21 11 32 

Not involved 51 16 : 

—_ 5 . 


Not stated 
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On the other hand, and certainly more impor- 
tant, is the fact that of 101 patients coming to 
operation in which none of the clinicians that had 
examined the patient were able to demonstrate 
axillary nodes, 31.5 per cent showed evidence 
microscopically of metastatic disease in the axilla. 
Thus, it seems that the clinician will be wrong in 
his impression about one third of the time. This 
is significant enough to emphasize that each pa- 
tient must have a thorough and complete opera- 
tion. 


Table 7 presents the crude survival rates fol- 
lowing radical mastectomy. The operative mor- 
tality at the Riverside Hospital was 1.01 per cent. 
The mortality at the Duval County Hospital for 
this operation was 18.2 per cent. Thus, we see that 
this is in itself a factor affecting the survival rate 
at the Duval County Hospital. 
survival rate at the charity clinic was 22.7 per 


The five year 
cent. Even if the operative mortality is removed, 
the corrected rate is still only 28.5 per cent. The 
uncorrected five year survival rate of patients 
treated by radical mastectomy at the Riverside 
Hospital was 56.5 per cent. The crude ten year 
survival rate at the Duval County Hospital was 
5.25 per cent, while at the Riverside Hospital, it 
was 44.5 per cent. Six of the patients treated at 
the Riverside Hospital survived twenty years or 
more after operation. 


Table 7.—Crude Survival Rates 


Riverside Duval County 


Hospital Hospital 
Five years 56.5% 22.7% 
Ten years 44.5% 5.25% 


Table 8 presents the survival rates according 
to classification into clinical and pathologic stages. 
It can be seen that in following a large group of 
patients, there is a fairly close correlation in the 
ultimate survival percentages between the two 
classifications. The figures at the Riverside Hos- 
pital are more indicative as they represent a larger 
number of cases. In the private clinic, 65 per cent 
of the patients whose disease was classified as 
Clinical Stage I survived five or more years and 
63 per cent of those in whom it was classified as 
Pathologic Stage I also survived five years. Al- 
though we have shown that the clinician is wrong 
about one third of the time in his clinical impres- 
sion of whether or not the disease has spread to 
the axillary lymph nodes, it seems that his errors 
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occur in both directions and tend to balance. Thus, 
although a pathologic classification is more accu- 
rate and probably a better one upon which to base 
a prognosis in an individual case, the entire clini- 
cal picture will give about the same results. 


Table 8.—Five Year Survival Rates 


Riverside Duval County 
Hospital Hospital 


Clinical Stage I 65% 50% 
Clinical Stage II 41% 10% 
Pathologic Stage I 63.0% 26.7% 
Pathologic Stage II 37.5% 20.7% 


It therefore behooves us to strive constantly to 
improve ourselves as clinicians by developing 
diagnostic ability in the physical examination of 
patients. It is for this reason we considered it 
appropriate to include in this discussion a resume 
of our method of examining the breast. 


Examination and Early Diagnosis 


In the examination of a patient’s breast, the 
classical signs of cancer must be discarded and 
minimal changes looked for. Inspection and pal- 
pation will give the information necessary for ar- 
riving at a diagnosis, and, therefore, transillumi- 
nation and roentgen study are not routinely em- 
ployed. 


1. Inspect the breasts with the patient in the 
sitting position; note any difference in the 
size of the two breasts, difference in the 
height of the nipples, retraction of the nip- 
ple, any bulging or dimpling. We do not 
see nipple retraction as an early finding. 


2. Palpate the breasts with the flat of the 
hand and with the finger tips. Determine 
the location, size, shape and consistency of 
the tumor. 

Examine the breasts with the patient in 
the supine position, using both inspection 
and palpation as described. 


Ww 


4. Try to demonstrate skin attachment by the 
use of side lighting or a slanting light and 
gentle manipulation of the tumor with the 
fingers from all sides. Often we have been 
able to demonstrate dimpling by this meth- 
od when we could not do so with a direct 
overhead light. The mobility of the tumor 
and the skin over it is thus carefully de- 
termined. We consider dimpling as an 
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early sign and one to which we attach 


great significance. 


5. Examine both axillae and supraclavicular 
areas carefully. 


In the final analysis, any lump in the breast 
deserves a biopsy in the operating room with a 
rapid microscopic determination by a competent 
pathologist. Preparations should be made for the 
radical operation, and this should be carried out 
immediately if the report of the tissue examina- 
tion is one of malignant disease. 


Conclusion 
Cancer of the breast occurs more frequently in 
the young woman than one would ordinarily sup- 
pose. 
If the patient will go to her physician as soon 
as she discovers a lump in her breast, the rate 
of cure can be increased. 


Skin attachment or dimpling is an early find- 
ing in carcinoma of the breast. 


Radical mastectomy is the treatment of choice, 
and if a cure is to be obtained, it must be thor- 
ough and complete in every detail. 


The clinician is wrong about one third of the 
time in his classification of the disease with re- 
gard to the palpation and involvement of the axil- 
lary lymph nodes. He must, therefore, approach 
the problem with an open mind and perform as 
complete an operation as possible in each and 
every case. 


A comparison of the survival rates between the 
two institutions serves as an illustration that many 
more patients can be cured if they receive proper 
treatment early. 


It follows that early diagnosis is paramount 
and that the old signs and symptoms of cancer of 
the breast often mean that the patient will receive 
only palliative therapy. For this reason, early 
and minimal findings have been emphasized to 
give a new concept of the diagnosis of cancer of 
the breast. Any definite lump or tumor in the 
breast deserves careful investigation. 


References 
1. Kennedy, A. T., and Jelks, E.: Cancer of the Breast; 
a Study of One Hundred Cases at the Duval County 
Hospital, J. Florida M. A. 34:343-346 (Dec.) 1947. 


2. Halsted, W. S.: St ‘ J 
kins Press, 1924, vol. 1, p. 87; vol. 2, pp. 3-38. 


Papers, Baltimore. Johns Hop 





2033 Riverside Avenue. 

















J. Froripa M. A. 
SEPTEMBER, 1949 





149 


Early Closure of Burn Areas 
MicHaeEt L. Mason, M.D. 


CHICAGO 


A few days ago in a discussion of present day 
surgical problems with a well known abdominal 
surgeon, the care of burns was suggested as a prob- 
lem worthy of study. The general and complex 
physiologic disturbances attendant upon burns 
were noted, and the difficulties of the local care 
were discussed. A remark was made to the effect 
that burns demand a great deal of personal care 
and attention, that the initial treatment of the 
patient with severe third degree burns is only a 
small part of the management; that preparation 
of that patient for early skin grafting often de- 
mands frequent careful aseptic dressings and that 
it is rarely possible to delegate this care to another 
for it must be the personal responsibility of the 
surgeon himself. To this general summation of 
the problem this surgeon’s answer was, “No 
thanks, none of that for me. I served my appren- 
ticeship in burns when I was an intern.” 

A burn is an open wound due to heat, and if we 
surgeons broaden our definition slightly, we can 
add to heat such agents as acids, alkalis, elec- 
tricity and abrasive trauma. If we consider the 
burn an open wound, we develop a logical con- 
cept of care which is essentially that of open 
wound care. The same principles of treatment ap- 
ply. It is only in their application that we meet 
up with difficulties. 

For the sake of simplicity we may reduce the 
principles of the local care of the burn to four: 

1. Protection of the burn from further trauma 
and contamination. 

2. Cleaning of the traumatized surface of con- 
taminants and debris. 

3. Removal of devitalized tissues. 

4. Closure of the burn. 

In the case of the. lacerated or crushed wound 
the application of these principles is relatively sim- 
ple and generally admitted, and they form the 
basis of wound care today. In the case of the 
burn, however, treatment has become so fogged by 
tradition, and the seeming difficulties of applica- 
tion of sound general principles are so great that 





From the Department of Surgery, Northwestern University 
Medical School and Passavant Memorial Hospital, Chicago. 

Read before the Florida Medical Association, Seventy-Fifth 
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burns are usually considered apart from other 
wounds. Their care is often given over to an as- 
siduous but inexperienced nurse or intern. One 
factor which has tended to complicate the matter 
of local care, particularly in the severe burn, is the 
development of burn shock, which may come on 
suddenly and often unexpectedly and which is fre- 
quently treated exclusively, to the detriment of the 
local condition. Obviously burn shock is deserving 
of serious attention and immediate treatment, but 
local care cannot be neglected even in the seriously 
burned patient if we are to achieve acceptable end 
results. Later in the course of the severe burn 
there develop other general disturbances, largely 
nutritional and hematopoietic in nature, and these 
are often given priority care over local manage- 
ment. These general disturbances must also re- 
ceive proper attention and are not to be minimized. 
The local and general care of a burn complement 
each other, and neither can be neglected. 


Protection of the Burn 

Without minimizing the significance of the 
general management, I should like to discuss brief- 
ly the local care of the burn and to explore the 
possibilities of applying the four general principles 
of care to them. The first tenet is that of protec- 
tion of the burn surface from contamination and 
trauma. A burn when received is a fairly clean 
wound, not because the burn itself has any signifi- 
cant sterilizing effect but because the skin surfaces 
do not ordinarily harbor virulent pathogens. The 
skin is, of course, not sterile, but we have learned 
from a study of other open wounds, and Colebrook 
has shown conclusively, that in case of burns the 
wound invaders we fear come in later as secondary 
contaminants from sources such as the nose and 
throat of nurses, doctors, attendants and other 
patients, from the dust of hospital wards, fingers 
and unsterile coverings. These are the sources of 
contamination and these can be guarded against. 
Prompt covering of a burn with a sterile or at least 
a clean dressing will protect it from secondary 
contamination until the patient can be brought to 
emergency room or hospital for definitive care. 
The smearing on of grease and salves or baking 
powder even for minor burns is contraindicated, 
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complicates treatment and often introduces in- 
vasive organisms. 

After the burn patient reaches the hospital or 
emergency room, the same protection from con- 
tamination must be given the burn as is given to 
any open surface. All examinations and treatment 
must be rendered under the strictest of aseptic 
conditions. When the burn is uncovered for pri- 
mary treatment, operating room conditions should 
obtain. All attendants and the patient himself 
should wear caps and masks, and the cleans- 
ing should be carried out under strict asepsis. All 
subsequent dressings also should be done with 
aseptic care, including masking surgeon, assistants 
and patient, handling dressings with forceps and 
keeping the fingers off the burned surface. Ideal- 
ly, burns should be dressed in isolated rooms or 
cubicles as free of dust as they can be made and 
not in open wards where cross infection is likely to 
occur. As Colebrook emphasized, burns become 
infected because bacteria are introduced from other 
people, rarely because of the presence of virulent 
bacteria initially on the burn surface. 


Cleansing of Traumatized Surface 

The second principle of burn care is the cleans- 
ing of the wound and the removal of debris. The 
burn surface, just as any other open wound, har- 
bors a few bacteria, mostly fairly benign, dirt of 
other sorts and foreign material. The surface can 
be rendered surgically clean simply by washing it 
as the surgeon washes his hands before operation 
with soap and water. This washing is not done 
with a scrubbing brush but with soft cotton 
squares, using nonirritant white bar soap and 
sterile water. It is done gently but carefully and 
does not require an anesthetic. Even young chil- 
dren experience little or no discomfort from wash- 
ing providing it is done in a warm room free of 
drafts. 

In the case of extensive burns, with shock pre- 
sent or impending, the cleansing must often be 
rapidly performed or may require a delay of an 
hour or so until shock therapy can be instituted. 
With a severe burn, however, my associates and 
I make it a practice to start intravenous fluid 
(blood or plasma) on admission so that while the 
initial cleansing is being carried out, fluid replace- 
ment is flowing into the veins. At the time of 
cleansing loosened tags of skin and blisters are re- 
moved. Following this cleansing, we are in a posi- 
tion to consider the removal of devitalized tissue, 
which is the third indication in the treatment of 
the burn. 


EARLY CLOSURE OF BURN AREAS 
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Removal of Necrotic Tissue 

Removal of tissue irreparably destroyed by the 
burn must be carried out at one time or another 
before healing can take place. Theoretically it 
could be removed at once as part of the initial 
care. There are certain reasons, however, why im- 
mediate excision is seldom feasible. One of the 
most cogent reasons is that it is practically impos- 
sible to determine the extent and depth of a burn 
when it is first seen. The surgeon has a pretty 
good idea that certain areas are at least second 
degree, but the exact extent of second and third 
degree is usually impossible to determine. Unless, 
therefore, we are dealing with very small burns, 
where a slight excess in excision is of small mo- 
ment, primary excision on this ground is not fea- 
sible. Also, in burns of any extent, the patient is 
either in shock or in impending shock and is scarce- 
ly in a position to withstand a serious operation 
with a general anesthetic and with the blood loss 
attendant upon both excision of the burn and re- 
moval of skin grafts which should logically accom- 
pany such excision. 

Primary excision being therefore seldom per- 
missible, the removal of dead tissue must be de- 
layed until such time as the situation is entirely 
clarified and the patient in condition to withstand 
somewhat more energetic treatment. 

After cleansing, therefore, the wound is cover- 
ed with a voluminous pressure dressing. The ap- 
plication of the pressure dressing requires some ex- 
perience. The cleansed surface is first covered 
with a layer of fine-meshed gauze saturated in 
petrolatum. The grease has no particular virtue 
in itself except that it permits somewhat easier re- 
moval later. Over these dressings are placed a few 
thicknesses of gauze moistened in saline solution 
to permit surface drainage, and then over the 
whole are placed large amounts of fluffed gauze 
or mechanics’ waste, sea sponges or foam rubber 
to form a thick resilient basis for the dressing. 
Over this mass of material are then laid abdominal 
pads, and then the whole is bandaged on snugly 
with woven elastic bandages or stockinet. When 
the hands or feet are burned, the surgeon should 
be sure the digits are separated by dressings before 
applying the pressure. The dressings should ex- 


tend well beyond the visible extent of the burn; 
for example, for burns of the hand the lower half 
of the forearm as well as the hand should be cover- 
ed. Burns of the trunk, chest or buttocks require 
voluminous dressings and constant care to main- 
tain satisfactory pressure, but are amenable to it. 
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Fig 1—Burn of right and left thighs from red hot metal rod with femoral nerve damage of right thigh. 


by compression dressings and by excision of necrotic skin and muscle at dressing changes. 


weeks after burn. (Courtsey of Dr. Harvey S. Allen). 


Burns of the face, neck and scalp should also be 
covered with a pressure dressing, leaving only the 
nose and mouth and usually the eyes uncovered. 

These large dressings serve not only to protect 
the wound from contamination and to help splint 
it, but the pressure itself serves a beneficial pur- 
pose. There can be no doubt but that it helps to 
control the swelling to a certain extent and thus 
helps to minimize fluid loss. A most important 
function of the dressing also is that it helps to 
immobilize the area, and it is also a comfortable 
dressing. It cannot, however, be put on and neg- 
lected for days without attention. It must be in- 
spected daily, and if it has ioosened, it must be 
snugged up with fresh bandages or even fresh pads 
applied over the whole dressing and bandaged 
firmly over it. It is not removed for a week or 
ten days unless some complication arises. There 
is one exception to this rule in case of the face, 
when the pressure dressing is usually removed on 
the fourth or fifth day and ordinarily not reap- 
plied. 


Since clear delineation of areas of third degree 
burn is evident by the end of seven to ten days, it 
is about this time that the surgeon seriously con- 
siders compliance with the third indication in the 
treatment of burns, that is, the removal of devital- 


Treated 
Ready for skin graft three 


ized tissue. The fact that it has been necessary to 
postpone this in the early stages of burn is no 
reason why a vigorous aggressive action should not 
be taken now. Once removal of necrotic tissue is 
permissible, it should be accomplished as quickly 
as possible. 

There are several methods by which this re- 
moval can be accomplished. The surgeon will find 
at the time of the first dressing that areas of sec- 
ond degree burn are covered with loosely adherent 
crusts which may be easily removed. Third degree 
areas may show slough which may fall off or be 
easily removed at this time. With deep burns, 
however, the slough will be densely adherent. 
These adherent sloughs would require weeks to 
separate spontaneously, but their removal may be 
hastened in several ways. 

We may dress the burn daily or every other 
day, excising at each dressing with scissors or knife 
slough not too firmly adherent. By this means 
most burns except those with especially deep 
necrosis may be rendered free of necrotic tissue in 
from ten days to two weeks. These dressings are 
done with the greatest of care under strict asepsis 
and must usually be done by the surgeon himself 
or by a specially trained assistant. They cannot 
be entrusted to nurses or unskilled interns. It is 
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an aggressive attack on the burn, the purpose of 
which is to promote the removal of necrotic tissue 
as quickly as possible. These dressings are just as 
much a part of surgical treatment as any operative 
procedure. The dressings applied are compression 
dressings, similar to those used after initial care, 
and are bandaged on snugly and firmly. It has 
been helpful to moisten these dressings with saline 
solution. It is a purposeful procedure and is not 
designed just to dress an infected area. Too often 
it has seemed to me that burns are dressed for 
weeks and months with no other idea in mind than 
that some kind providence will step in and heal 
them gradually. The indications at this phase of 
burn care are to get rid of the slough as soon as 
possible and all our efforts should be actively de- 
signed to do just that. 

Some surgeons have thought that necrotic tis- 
sues may be more rapidly removed by the use of 
certain acid solutions which seem to promote 
separation of the slough. Of the various solutions 
used pyruvic acid, as recommended by Harvey, 
has been extensively tried. We have used it, but 
it has not seemed to us to favor more rapid separ- 
ation than Dakin’s solution. In our hands it has 
proved painful to the patient. Some surgeons be- 
lieve that the use of pyruvic acid or any solution 
on burns depends for its action on moisture rather 
than any specific activity of the solution itself. It 
may be that moisture favoring a moist gangrene 
hastens slough separation. 

A method of slough separation which we have 
come to use more and more has been that of early 
excision. This is in contrast to immediate excision, 
which I have discussed in a previous paragraph. 
By the seventh to the tenth day areas of slough 
are well established, and the surgeon can easily 
distinguish dead from living tissue. At this time 
if we elect to perform excision, the first dressing 
is done in the operating room with the patient un- 
der an anesthetic. All slough is carefully excised, 
and the excised areas are immediately covered 
over with another voluminous pressure dressing. 
This excision leaves a healthy raw surface free of 
slough on the seventh to the tenth day after the 
injury. 


Closure of the Open Area 
The fourth indication in the treatment of burns 
is the closure of this raw area. Our efforts up to 
now have been aggressively directed toward the 
cleansing of the burn and the removal of slough. 
As soon as slough removal has been accomplished, 
the surgeon must strive just as aggressively to 
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cover over these raw surfaces with skin grafts. 
With conservative measures of removal the surface 
is usually ready for grafting by the eighteenth to 
twenty-first day. If early surgical excision is prac- 
ticed on the seventh to the tenth day, the surface 
is ready for skin grafting on the tenth to four- 
teenth day after injury and is often healed by the 
twenty-first day. Immediate grafting after exci- 
sion is seldom possible because of the bleeding 
from the recipient area. The extent to which we 
may cover raw surfaces with grafts is limited only 
by the availability of donor sites from which to 
obtain split skin grafts. If very large surfaces re- 
quire coverage, several sessions of skin grafting are 
often necessary. Under such circumstances sev- 
eral “crops” of skin, two or occasionally three, 
may be removed from the same donor site. In 
such cases an interval of three to four weeks must 
elapse between graftings. The surgeon must be 
prepared to remove skin from such unconventional 
sites as the abdominal wall and chest since these 
are often the only unburned areas available. 


General and Local Care Interrelated 

Little has been said about the general care of 
the burn patient, not that it is unimportant but 
because I wish to stress local care. It has seemed 
to me that we still see too many patients whose 
burn is painfully dressed day after day until it 
heals spontaneously after many months or until 
chronic granulations pile up so thick that only deep 
excision will permit one to graft the surface. 
While a severe burn is a difficult situation with 
which to deal, it becomes much easier if the sur- 
geon has some definite goal in mind and pursues 
it diligently. His final goal is to get the burn heal- 
ed, and both the local and general care are actively 
directed toward that end. It becomes a problem 
in wound healing. Efforts directed exclusively to- 
ward correcting fluid, protein and hematopoietic 
balances are of no significance if the burn remains 
unhealed. It is often forgotten too that correction 
of nutritional and blood imbalances cannot be ac- 
complished unless the local process is healed. 
They go hand in hand, each complementing the 
other. So long as large raw surfaces persist, cor- 
rection of low blood proteins can scarcely be ac- 
complished; as long as blood proteins and hemo- 


‘globin are low, healing powers are low, and heal- 


ing of wounds is slow. Both problems must be at- 
tacked simultaneously and aggressively. 
Summary 
In resume, the problem of care of a burn is the 
problem of the open wound which resolves itself 
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into that of wound-healing. There are four indi- 
cations to be met in the local care of a burn, name- 
ly, (1) protection of the burn surface from further 
injury and contamination; (2) cleansing of this 
surface; (3) removal of the necrotic tissue pro- 
duced by the burn; (4) closure of the open area 
(with skin grafts) at the earliest possible moment. 
These indications are met by immediate covering 
of a burn with dressings to prevent contamination 
and by maintaining this aseptic protection 
throughout all stages of care until the burn is 
healed. 

The acute burn is cleansed carefully with soap 
and water, following which a voluminous pressure 
dressing is applied. Removal of slough and ne- 
crotic tissue is accomplished as soon as demarca- 
tion has become definitely established, usually by 
the seventh to tenth day. This removal may be 
achieved by daily moist pressure dressings, often 
aided by Dakin’s solution or pyruvic acid, which 
further spontaneous separation of slough. A more 
rapid method of slough removal is accomplished 
by actual surgical excision on the seventh to tenth 
day. By whatever method this removal is accom- 
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plished, the raw surface should be covered with 
skin grafts as soon as a healthy granulating area 
develops. With the daily dressing method, this 
grafting may be achieved by the eighteenth to 
twenty-first day. If excision is practiced, the sur- 
face is ready for grafting on the tenth to fourteenth 
day. 

The general care of the patient cannot be neg- 
lected. Fluid, protein and hemoglobin balances 
must be restored. But the surgeon must remem- 
ber that he is restoring these factors to promote 
healing of the wound and also that the open wound 
is itself the biggest deterrent to proper nutritional 
restoration. 

The local care of the burned area must be ag- 
gressively planned and purposefully carried out 
with one end in view, that of getting the burn 
healed as quickly as possible. It is a procedure in 
which the surgeon or a trained and interested as- 
sistant must take an active part. Probably no- 
where in surgery is cleanly surgical care so vital 
as in the local management of the burned area. 


154 East Erie Street. 





Medical District Meetings 


The chairman of the Council, Dr. Russell B. Carson, has just announced that 


the dates of the four Medical District meetings have been officially set by the 


Council as follows: 


Quincy, 2:30 p.m., Monday, Oct. 24, 1949 


Palatka, 2:30 p.m., Wednesday, Oct. 26, 1949 
Sebring, 2:30 p.m., Thursday, Oct. 27, 1949 
Ft. Lauderdale, 2:30 p.m., Friday, Oct. 28, 1949 
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Intrathoracic Goiter 


Duncan T. McEwan, M.D. 
AND 
RosBert E. ZELLNER, M.D. 
ORLANDO 


Intrathoracic goiter has been variously defined 
as a goiter which is contained entirely within the 
chest,’ as one whose greatest diameter as shown by 
roentgenogram is below the upper aperture of the 
thoracic cage,“ and as one which extends down to 
or near the arch of the aorta.” The first is an 
anatomic definition and goiters of this type are 
rare, while the latter are clinical definitions and 
such goiters are not uncommon. Since goiters 
contained entirely within the chest have much in 
common in symptomatology, diagnosis, and man- 
agement with those the greater portion of which is 
contained in the chest, the term intrathoracic 
goiter is generally applied to both types of goiters. 

The mechanism whereby a goiter becomes in- 
trathoracic is well understood. The thyroid is 
bound anteriorly by the prethyroid fascia and the 
ribbon muscles of the neck which insert into the 
sternum. Posteriorly it lies on the prevertebral 
fascia. This position places the thyroid in a fascial 
plane containing no bottom. Upon swallowing, 
coughing, or flexion and extension of the neck, the 
thyroid moves up and down in the neck. A small 
adenoma may pass in and out of the thorax re- 
peatedly until it grows large enough to become 
incarcerated within the chest. Wendel‘ reported 
the case of a “plunging goiter,” a goiter which 
moved through and back out of the thoracic 
aperture, suddenly becoming trapped within the 
thorax and producing sufficient tracheal compres- 
sion to necessitate emergency thyroidectomy to 
relieve the pressure. An intrathoracic goiter may 
consist of the entire gland or an extension of one 
or both lobes or the isthmus into the chest cavity. 

Goiters of all types are less common through- 
out the South than elsewhere in the United States." 
While statistics are not available as to the fre- 
quency of intrathoracic goiter in the South, Ma- 
horner’ reported 248 cases of goiter among a total 
admission of 52,863 patients to Charity Hospital, 
New Orleans, in one year, an incidence of 0.46 
per cent. Lahey” pointed out that it takes years 
for a goiter to develop and still more years for it 
to become intrathoracic. The incidence of intra- 


thoracic goiter was reported by this author as 10 


per cent in 13,000 cases; by Hunt’ as 2.7 per cent 


in 651 cases. 
Symptoms 


The symptoms of intrathoracic goiter may be 
related to overactivity of the thyroid gland, to 
pressure of the gland on the trachea, esophagus, 
and great vessels of the upper thorax and neck, or 
to both. Generally, the surgeon’s attention is di- 
rected toward the abnormal location of the gland 
by the patient’s complaint of difficult breathing. 
We recently reported the case of a woman treated 
for three weeks for asthma who had extreme 
tracheal compression from an intrathoracic goiter 
into which such massive hemorrhage had occurred 
that an emergency thyroidectomy had to be per- 
formed. Sometimes inability to breathe in the 
recumbent position will be the chief complaint. A 
chronic dry cough or a feeling of a “lump in the 
throat” may be the only symptom. Engorgement 
of the veins of the neck or edema of the face may 
occur in advanced cases. In any case of tracheal 
compression from a mediastinal tumor an intra- 
thoracic goiter should be suspected, especially when 
roentgen examination of the chest shows deviation 
of the trachea from the midline. Roentgen ex- 
amination of the superior mediastinum should be 
made in every case of suspected intrathoracic 
goiter, not only for diagnostic purposes but to in- 
dicate the size and extent of the goiter. 


Treatment 


The treatment of intrathoracic goiter is surgical 
removal. The complications of this disease are 
of such gravity that we believe a physician is rare- 
ly, if ever, justified in telling a patient that he 
should do nothing about the goiter as long as it 
does not bother him. Adenomatous goiters with- 
out hyperthyroidism may suddenly become toxic.” 
Carcinoma of the thyroid may develop.** Hem- 
orrhage into the capsule may be of sufficient mag- 
nitude to cause tracheal occlusion.’ A more in- 
sidious, yet equally dangerous, complication is the 
damage done to the central nervous system and to 
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the entire body by long-standing pressure on the 
great veins in the neck and on the carotid 
sinuses.*”’” 

Preoperative preparation, especially in those 
patients with toxicity, requires considerable fore- 
thought and careful planning. The problem of 
management of toxicosis has been immensely sim- 
plified since the advent of propyl thiouracil. This 
drug is relatively safe and, used with proper care 
and supervision, is invaluable in preparing toxic 
patients for thyroidectomy. Cole” stated that the 
use of iodine and thiouracil in the preparation for 
operation for toxic goiter is the “greatest single 
factor in the maintenance of low mortality rate.” 
The blood of all patients receiving propyl thiou- 
racil should be examined at frequent intervals to 
detect the occurrence of neutropenia or anemia. 
Lahey™ reported the incidence of reaction to propyl 
thiouracil as 2 per cent in 670 patients. While 
this percentage is lower than the 9 per cent re- 
ported when thiouracil was used, it is sufficiently 
high to indicate that propyl thiouracil should be 
used with care. Because of the delayed effect on 
the hematopoietic system that propyl thiouracil 
sometimes has, the administration of this drug 
should be discontinued for approximately ten days 
prior to the proposed date of operation in order 
that any deleterious changes in the blood picture 
may be detected and treated preoperatively; this 
precaution avoids having them occur as a post- 
operative complication. After the patient’s meta- 
bolic rate has been reduced to normal, iodine is 
given for a period of ten to fourteen days to re- 
duce the vascularity of the gland at the time of 
operation. In the occasional patient who cannot 
tolerate propyl thiouracil, roentgen ray radiation 
over the sternum should be applied until the meta- 
bolic rate has been satisfactorily diminished. 

Since intrathoracic goiters are always of long 
standing, it is important that the patient be in the 
best physical condition possible for him. As has 
been pointed out by Thompson,° Cole* and others, 
the best single criterion for judging a toxic pa- 
tient’s response to treatment is his gain in weight. 
This is more important than basal metabolism rate, 
pulse rate, or any other one factor. It should be 


emphasized, however, that the patient’s entire con- 
dition should be evaluated. Cole* believed that any 
of the following is a contraindication to operation: 
(1) failure to gain weight; (2) resting pulse rate 
above 110; (3) basal metabolism rate of 50 per 
cent above normal; (4) any untreated complica- 
tions such as cardiac decompensation and diabetes. 


: INTRATHORACIC GOITER 





155 


In a patient with pronounced tracheal compres- 
sion it is sometimes difficult to evaluate the de- 
gree of toxicity of the gland. We recently had 
this point forcefully brought out in the case of a 
66 year old woman who had had an intrathoracic 
goiter for twenty or more years and who, when 
first seen, had such difficulty in breathing that 
determination of the basal metabolic rate was not 
even attempted. This patient was so apprehen- 
sive that it was difficult to evaluate the meaning 
of the rapid pulse rate. Upon checking the pulse 
rate on several occasions while she was asleep and 
while under anesthesia, it was concluded that the 
elevated pulse rate was due to toxicity rather than 
to apprehension as was previously believed. The 
preparation of the nontoxic patient is much less 
difficult, but should be just as carefully planned. 
In case of doubt as to the toxicity or nontoxicity 
of the gland, it is safer to treat the patient as 
though the gland were toxic. Rea’ reported an 
incidence of thyroid crisis of almost 2 per cent in 
155 cases of clinically nontoxic adenoma of the 
thyroid removed at the University of Minnesota 
Hospital between 1940 and 1944. 

We generally prefer our patients to arrive in 
the operating room drowsy but hot asleep. Ac- 
cordingly, premedication usually consists of a bar- 
biturate approximately two and one-half hours pre- 
operatively followed by demerol and atropine one 
and one-half hours preoperatively. The choice of 
anesthetic agent will vary with the surgeon and 
with the experience of the anesthetist. Lahéy™ 
was of the opinion that the removal of an in- 
trathoracic goiter should never be attempted with- 
out the prior insertion of an intratracheal tube. 
Cyclopropane has many proponents as the anes- 
thetic agent of choice in thyroid surgery. Nichol- 
son”’ stated that “cyclopropane should not be used 
as the sole anesthetic agent, not even for induc- 
tion, for patients who are severely toxic or have 
shown any abnormality of the cardiovascular sys- 
tem.” We are still more conservative and prefer 
not to use it at all in such cases. Intravenous 
pentothal sodium and local injection of procaine, or 
nitrous oxide-oxygen-ether have proved satisfac- 
tory in our experience. The choice of the time of 
operation is especially important. As is well 
known, a toxic patient’s condition varies from day 
to day, and one is inviting trouble unnecessarily 
when he operates on a patient on the down grade. 

The operative procedure has been described by 
Lahey,“ Hunt,’ and Blain and DeMatteis." The 
technic is essentially the same as that for the re- 





moval of a cervical goiter with certain important 
modifications. Lahey” stated that the combined 
cervicothoracic approach is not necessary and 
should not be employed even with goiters which are 
obviously too large to be removed intact through 
the thoracic aperture. A low collar line incision is 
made, the skin flaps are reflected back, and then 
the ribbon muscles are transected and retracted 
laterally. The superior pole of one lobe of the 
thyroid is dissected out, and the superior thyroid 
artery and vein are ligated. The lobe is then re- 
tracted medially, the superior laryngeal nerve is 
identified, and the middle thyroid veins are ligated. 
Ligating the inferior thyroid artery and vein may 
be considerably more difficult. Lahey” devised a 
method whereby he inserts the index finger behind 
the adenoma and slips it down through the thoracic 
aperture, if possible, to the base of the gland and 
then gently forces the gland up into the neck. The 
inferior thyroid artery he either ligates as it is 
exposed or, before trying to deliver the gland from 
the chest, identifies the artery with his finger 
along the gland, clamps it, and ligates it. In those 
goiters too large to be removed from the chest in- 
tact, the upper: pole of the gland is incised after 
the superior and inferior arteries have been ligated, 
and the semiliquid contents are aspirated. This 
procedure reduces the size of the gland sufficiently 
to permit its passage through the thoracic aperture. 
Following the removal of the gland, the cavity 
which it occupied is loosely packed with gauze to 
control oozing. This is gradually removed over a 
period of six to eight days. Postoperative care is 
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determined in part by whether or not the gland 
had been toxic, but does not otherwise differ from 
the postoperative treatment of any thyroidectom- 


ized patient. 
Summary 


The symptoms, complications and management 
of intrathoracic goiter have been discussed. It is 
our opinion that if all adenomas of the thyroid are 
removed early, intrathoracic goiter is a complica- 
tion of thyroid disease which may be prevented. 
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New Drugs 


FRANK C. MEtTzcErR, M.D. 


TAMPA 


Among the problems facing the physician 
engaged in active practice there may be numbered 
the ever present problem of new drugs and new 
methods of treatment. Should he adopt them 
immediately, he soon becomes known as “too 
changeable.” When he does not, he is often label- 
ed an “old fogy” or an “ultraconservative.” How, 
then, is the physician in the field, who from force 
of circumstance cannot make his own investi- 
gations or use the new drugs in controlled series 
of cases, to avoid the pitfalls which lie in either 
extreme? 

I have observed that practically all new drugs 
or new methods pass through four stages. Under- 
standing the reasons for these stages has helped me 
withstand the undue pressure the public places 
upon the man of medicine. 

Every physician has seen new remedies ap- 
pear in the medical picture, fall into disuse and 
then undergo a period of actual revulsion; later 
he finds their use confined to a limited field. 
Some, of course, are ultimately abandoned. Thus 
they pass through four definite stages: 

Stage 1. The introductory stage of wide- 
spread, almost hysterical use. The first reports 
are usually excellent. 

Stage 2. Results of controlled series, studied 
by agencies property equipped to eliminate or 
evaluate other factors, begin to appear in print. 
Side effects, varying from nausea to death, are 
reported. The public finds that continuous tak- 
ing of the drug no longer gives the relief experi- 
enced at first. The percentage of good results 
reported in stage 1 drops sharply. 

Stage 3. Side effects become more and more 
frequent. Public opinion swings to the opposite 
extreme. Physicians select with more care the 
cases in which the drug or treatment is to be used. 
Published results no longer vary so widely in per- 
centage of cures or failures. 

Stage 4. The drug is found to yield a higher 
percentage of good results than a former remedy; 
it is adopted for treatment of that particular dis- 
ease, and takes its place in our armamentarium; 
or its total worthlessness is established, and it is 


abandoned. 
It is obvious that the element of time is neces- 





sary to put a new drug in the place we want it, 
namely, stage 4. An understanding of the rea- 
sons for the first three stages will not eliminate 
them, but it will shorten the time element. Let 
us, therefore, look into these reasons and eliminate 
those elements which we, as physicians, can 
control. 


The reasons for stage 1 have changed in recent 
years. Thirty years ago “new remedies” were 
frowned upon by the public and, to some extent, 
by physicians who yielded to the desire to main- 
tain the status quo, either from mental laziness, 
from circumstances which prevented postgraduate 
study, or from financial reasons due to the attitude 
of their clientele. 


The remark was frequently heard, especially 
in rural districts, “Oh, that young doctor is full 
of new-fangled ideas. The way grandma treated 
pneumonia is good enough for me! Old Doc Jones 
don’t need to do all them tests and use a microp- 
scope to find out what’s wrong with you. He can 
smell diphtheria and tell just by looking at a per- 
son what his trouble is.” The scientifically-train- 
ed physician had a hard time, and his microscope 
lost him many patients. Even insistence upon a 
good light when delivering a baby cost him pa- 
tients. I know. 


Gradually that psychology changed to at least 
acceptance of newer discoveries and drugs. Came 
the New Deal, and opinion swung violently from 
acceptance to demand. “New” was represented 
as synonymous with “better,” and some foolish 
things were done. There was a stampede to re- 
place the “bad and outmoded” with something 
“new and better,” and the good elements were 
abandoned with the bad. This applied not only 
to medicine, but also to government, religion and 
customs. Extremes usually are unwise. No good 
poker player discards a pair of aces to draw five 
cards. No, he holds the aces and tries to better 
them. 


But the “New,” and consequently “Better,” 
psychology involved the emotions. The “New,” 
representing security, assumed the proportions of 
a Shangri-La. 


Think for a moment of that idea as applied to 


stage 1. Ballyhoo, extravagant claims, “the 
wonder drug,” “prominent physician reports new 
germ-killer’—taken all together, these postula- 
tions account for the widespread use of a new 
drug. The proponents of the new drug rarely 
make such claims, but other agencies quickly 
seize it, each adding its bit. Preliminary reports 
are too frequently taken as final, and the press, 
the radio, commercial interests (such as detail 
men, retailers and jobbers) increase the enthus- 
iasm. Mistakes? Certainly, but often honest 
mistakes. Physicians who are not constantly on 
the watch for functional complaints, or who do 
not have facilities to take into account other 
factors, may honestly be misled by their obser- 
vations, and give the drug credit it does not de- 
serve. This is a powerful force in causing its wide- 
spread use and misuse. 

Unless the exact nature of a disease is known, 
such errors will occur. For example, the sulfonam- 
ide drugs and penicillin do kill or inhibit the 
growth of certain bacteria. An asthmatic may 
have such an infection. The sum total of his 
allergy plus the infection brings on an acute spell 
of asthma. A sulfonamide drug or penicillin is 
given. The acute spell disappears, and the par- 
ticular sulfonamide or penicillin is said to have 
“stopped the asthma.”’ And so ‘every asthmatic 
patient is given a sulfonamide or penicillin. In 
certain cases uncomplicated by infection the pa- 
tient receives no benefit, and as a result of limited 
observations the administration of these drugs is 
stopped, not only in the uncomplicated cases but 
also in cases involving infection. 

Asthmatic patients have remissions; some are 
explainable, others are not. Too often new drugs 
given just before such a remission are credited, in 
stage 1, with results they did not accomplish. 

This security idea engendered by the afore- 
mentioned agencies causes a temporary cessation 
of many neurotic manifestations. At least 10 
patients with nervous indigestion reported to me 
that they were “cured” by sulfanilamide. It is 
obvious why the first reports on the use of a new 
drug are largely on the favorable side. __ 

Stage 2 is characterized, as previously stated, 
by reports of more scientific investigation. Sec- 
ondary factors are ruled out, functional complaints 
are ‘properly classified, and the percentage of 
favorable results drops sharply. Side effects of 
the new drug are reported. Some are so severe 
that, at this point, the drug is abandoned. 

In stage 3, as a result of the reports during 
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stage 2, the use of the new drug is limited by 
physicians to one or two related conditions. As 
a result of the reported side effects, public opinion 
reverts from enthusiasm and the security idea to 
actual fear. More and more reports of side effects 
—mostly fear reactions—are noted, and physicians 
find it difficult to get any patient to take the drug. 

Gradually the fear lessens, side effects are 
clarified, and the drug is stopped short of the 
danger point in those patients who react unfavor- 
ably. This drug then passes into stage 4, where 
it belongs. 

Let us take one recent drug discovery and 
follow it as an example through its four stages: 
the sulfonamide drugs. 

Stage 1. “The Wonder Drug will kill all 
germs.” ‘Physicians no longer fear pneumonia.” 
The demand for and use of the sulfonamide drugs 
were tremendous. 

Stage 2. Some patients with pneumonia died 
in spite of sulfonamide therapy. Reports indi- 
cated it inhibited or killed only certain strains of 
staphylococci or streptococci. Side effects, such 
as a dangerous change in blood count, rashes and 
deaths from incompatible mixtures, appeared in 
the medical and lay literature. 

Stage 3. Caution and overcaution became the 
watchwords. Many functional reactions were 
erroneously classed as physical reactions. Many 


patients refused to take the drug. Physicians . 


selected their cases for treatment with drugs of 
the sulfonamide group with more knowledge and 
care. 

Stage 4. The sulfonamide drugs are now used 
almost entirely in cases in which known or sus- 
pected infection caused by most of the gram-posi- 
tive and gram-negative cocci and the colon bacillus 
group is present. 

In my own work—allergy—lI could go on at 
length tracing this or that remedy through these 
stages. Hydrochloric acid intravenously; potas- 
sium chloride; huge doses of vitamin C for hay 
fever, all now in stage 4. Benadry] is still in the 
concluding phase of stage 2. 


Concluding Observations 


What can we physicians do toward reducing 
the time element involved in proving the actual 
value of these new remedies and treatments? 
Recognize our limitations in stage 1. Try not to 
add to the hysteria by voicing unproved conclu- 
sions. Look up the rating of the physician, phar- 
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maceutic house or magazine publishing first re- 
ports. Bear in mind that reliable agencies main- 
tain their good reputation by employing top notch 
editors, or, in the case of pharmaceutic houses, by 
employing competent investigators with adequate 
scientific facilities. They must foster that reputa- 
tion and while they may make honest mistakes, 
they certainly try not todo so. Reports from big 
clinics are more likely to give a correct picture 
than we, with our limited observations, can give. 
And finally, we have an unbiased bureau support- 
ed by the doctors whose sole business it is to in- 
vestigate and give a scientific answer to these 
problems. That agency is the Council on Phar- 
macy and Chemistry of the American Medical 


Association. 


All this does not mean that we should not em- 


ploy new drugs. When the explanation of their 
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physiologic action leads to a reasonable assump- 
tion that the effect could be as good as claimed, 
it seems perfectly justifiable to proceed cautiously. 
But remember always that apparent results do not 
necessarily mean that the drug in question was 
responsible for the improvement. Eliminate all 
complicating factors which can be discovered be- 
fore arriving at a conclusion as to the action on 
the condition in question. Then wait for the re- 
ports of agencies equipped to deal with the factors 
the average physician cannot control or find. A 
conclusion reached after all or most of this evi- 
dence is in will probably be close to the correct 
one. 


A brief glance at the “miracle drugs” of the 
past should convince anyone that the problem is 
not as simple as it appears to the layman. 


916 Citizens Building. 
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TRUE HERMAPHRODITISM; ENDOCRINE STUDIES 
IN A CASE OF OVOTESTIS. By John C. Weed, M.D., 
Albert Segaloff, M.D., W. B. Wiener, M.D., and 
J. W. Douglas, M.D. J. Clin. Endocrinol. 7:741- 
748 (Nov.) 1947. 

A case of true hermaphroditism with an 
ovotestis on the right and an ovary on the left is 
presented, in which there were manifestations of 
normal female sexual development with superim- 
posed facial hirsutism and an enlarged clitoris. 
There was complete absence of the vagina. The 
ovotestis was found in a hernial sac, as was true 
in 14 cases collected from the literature. Re- 
duction postoperatively of the i7-kelosteroid ex- 
cretion suggested bioactivity in the testicular por- 
tion. The gonadotropic excretion in the urine was 
elevated indicating gonadal failure. 

a 

PRIMARY HYPERTROPHY AND HYPERPLASIA OF 
THE PARATHYROID GLANDS AS A CAUSE OF HYPER- 
PARATHYROIDISM. By H. Milton Rogers. M.D., 
and F. Raymond Keating, Jr.. M.D. Am. J. 
Med. 3:384-401 (Oct.) 1947. 

The morphologic and clinical aspects of 22 
cases of primary hyperplasia of the parathyroid 
gland collected from the literature and 4 additional 
cases observed at the Mayo Clinic are reviewed. 
It is pointed out that primary hyperplasia, a dis- 
tinct clinical entity, must be differentiated from 


parathyroid adenoma composed of clear cells, from 
metastatic renal cell carcinoma to the thyroid and 
from secondary parathyroid hyperplasia. 

The question of hypertrophy versus hyperplasia 
is discussed; evidence is given for assuming that 
both are present but that the latter predominates. 
The clinical implications of primary hyperplasia 
are discussed. In 21 of 26 patients primary hyper- 
plasia was accompanied by primary hyperpara- 
thyroidism. The conclusion is that this condition 
probably always represents primary parathyroid 
hyperfunction. 


aw 
MISTAKEN SURGICAL DIAGNOSES IN HOOK- 
WORM DISEASE. By Duncan McEwan, M.D., 


James G. Economon, M.D., and Robert E. Zellner, 
M.D. South. Surgeon 13:760-766 (Oct.) 1947. 


A series of 46 cases is reported in which hook- 
worm disease caused symptoms sufficiently severe 
to warrant hospitalization of the patients at Orange 
General Hospital, Orlando, over a period of seven 
years. In 23 of these cases abdominal symptoms 
were present, and in 12, the patient was admitted 
to the surgical service. The disease most com- 
monly simulated was acute appendicitis. 

From the data obtained, the authors conclude 
that the surgeon should be aware of the possibility 
of hookworm infestation ‘producing abdominal 
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symptoms simulating appendicitis, peptic ulcer, 
and other diseases of the abdomen which may re- 
quire surgical therapy. 


P24 

SLIPPED EPIPHYSIS IN THE ADOLESCENT HIP: 
A RECONSIDERATION OF OPEN REDUCTION. By Paul 
H. Martin, M.D. J. Bone & Joint Surg. 30-A: 
9-19 (Jan.) 1948. 

Observation and treatment by various methods 
of 26 cases of slipping of the capital epiphysis (33 
hips) led the author to certain conclusions con- 
cerning the probable cause of many unsatisfactory 
results in such cases and to the development of a 
therapeutic technic believed to avoid some of the 
pitfalls of the past through meticulous respect for 
the remaining blood supply of the epiphysis. 
These conclusions follow: 

Most poor results are caused by improper 
treatment, and are due chiefly to avascular 
necrosis in the epiphysis. 

Necrosis in the epiphysis is caused by further 
damage to its blood supply through the ligamen- 
tum teres and the periosteum on the posterior and 
inferior aspects of the neck. 

Manipulation should be condemned except in 
acute traumatic cases, and it should be gentle. If 
reduction is not easy, closed methods should be 
abandoned. 

Patients in the so-called preslipping stage and 
those with minimal slipping (less than one centi- 
meter) are best treated by nailing in situ without 
reduction. 

When displacement is more than one centi- 
meter, and is gradual or has existed longer than 
two weeks, open reduction should be done without 
preliminary manipulation. This must be accom- 
plished with due respect for the blood supply of 
the epiphysis. A new operative technic is de- 
scribed for cases of this type. 

In old united cases, if there is a good hip joint, 
intertrochanteric osteotomy may be _ beneficial. 
Later in life, arthroplasty offers much improve- 
ment for the old arthritic hips and especially for 
the cases with ankylosis. 


sw 
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The “Something for Nothing” Boomerang 


Long a laggard in adopting the “social” point 
of view, at least in the opinion of social reformers 
who cited leaders like the Continental countries 
and Great Britain, Uncle Sam may well find that 
this seeming misfortune is turning out to be a 
blessing in disguise—far more of a lucky break, in 
fact, than many well meaning citizens of this 
country even now realize. A look at the race for 
a managed economy and a managed society should 
cause Americans to be well content to make haste 
slowly by continuing to flounder far in the rear of 
the socialization parade. 


Those who regard a national compulsory health 
plan as a benefit to all and sure to come sooner or 
later continually cite Britain for proof. Chancellor 
of the Exchequer Sir Stafford Cripps in his budget 
speech in the spring gave interesting sidelights on 
British experience. He stated that last year 
Britains “enjoyed an unexampled national divi- 
dend in the form of a free National Health Service 
at the cost, for nine months of its duration, of two 
hundred and eight million pounds,’’— free to the 
individual, that is, he was obliged to explain— 
and he estimated the cost for the twelve months of 
this year at two hundred and sixty-eight million 
pounds. With total taxation, local and national, 
at a level of more than 40 per cent of the national 
income, inevitably the people were paying for what 
they received, although they had been sold on the 
idea that it was free. The government was finding 
it hard to convince the voter that the service is not 
free at all. How to show him that he could not 
just barge into a doctor’s office and order every- 


thing in sight was the problem. “There was, in- 
deed, a very good argument,” said Sir Stafford, 
“for imposing some special charge or tax in con- 
nection with the health services, both to help 
finance them and to bring home to the people gen- 
erally the simple fact that they had to be paid for 
out of taxation.” But before resorting to a price 
tag, he concluded, it would be well to await the 
outcome of another year. Presumably, by then 
another election would be history. 


The “something for nothing” attitude is prov- 
ing a difficult and dangerous boomerang to 
Britain’s Socialist Government as it now wallows 
deeper and deeper in financial troubles. The 
Socialist leaders, who once encouraged this atti- 
tude among wage earners, now find it next to im- 
possible to turn the idea aside. Frankly worried 
about worker indifference to Socialist problems as 
they struggle to get more work done for the money 
in an effort to solve financial woes, they are con- 
fronted with demands for less, not more, work and 
more, not fewer, benefits. This worry was re- 
cently expressed by Aneurin Bevan, director of 
Britain’s socialized medicine program, in these 
words: “Some of our people have got what they 
got too easily, and they are in danger of throwing 
away by a few months of anarchy what we have 
spent our lifetime in building up.” 


Many workers find themselves better off now 
in Britain’s time of poverty than in the days of rel- 
ative prosperity before the war, and naturally what 
they want is more of the good things of life regard- 








th 


dc 














J. Frorma M. A. 
SEPTEMBER, 1949 


less of the government’s financial problems with 
the rest of the world. The Labor Government, 
aided by American dollars, has carefully shielded 
workingmen generally from the full impact of the 
country’s hard times. Their wages are up; food 
costs have been held down through subsidies; there 
is much more social security. Grumbling at at- 
tempts to put a ceiling on wages was quieted 
when fresh “something for nothing” benefits came 
along in the form of socialized medicine. Now 
that the Labor regime may have to crack down on 
its rank and file supporters or watch Britain’s re- 
maining dollar resources drain away, the problem 
is how to adjust to a lower, not higher, standard of 
living and at the same time avoid political up- 
heaval. Its leaders are finding themselves en- 
meshed in a web of their own weaving—disastrous 
“something for nothing” propaganda. 

History teaches that social legislation, once 
enacted, is rarely reversible. In the concluding 
paragraph of an editorial, aptly titled “England 
Finds Free Ride Ain’t Necessarily So,” in the July 
16 issue of the Saturday Evening Post there is an 
admonition which every American, and particu- 
larly the present administration, may well heed: 
“A good deal of the Labor Party’s legislation in 
the last four years amounted to action as irrever- 
sible as going over Niagara Falls in a barrel. The 
Health Plan, no matter how unwisely framed, is 
now considered politically untouchable. Before 
we get involved in any similar efforts, it may pay 
us to kibitz for a while.” It appears that Uncle 
Sam would do well to continue to flounder in the 
rereward of so-called social progress leading to the 
welfare state and at the same time remain in the 
vanguard of free enterprise. 


British Opinions on Socialization of 
Medicine 


A prominent American industrialist whose 
company has factories in England returned in July 
from an extended business trip there and sum- 
marized his impressions of socialized medicine at 
work in Britain. His many and varied contacts 
make his observations of particular interest at this 
time when that country’s present financial diffi- 
culties are being blamed more and more on the 
Labor Government’s improvident program of 
social benefits. 

This friend related that persons who rarely in 
the past had had the opportunity to contact 
doctors regard socialized medicine as a wonderful 
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benefit. Social betterment enthusiasts of course 
view it as an excellent forward step. The young 
doctors, too, who immediately obtain a very satis- 
factory income without being obliged to build up 
a reputation, favor it. 

On the other hand, many with established con- 
tacts over the years have found that they cannot 
see their doctors at all, or their doctors are so tired 
cut when they do see them that they do not have 
the special contacts that they have had before. 
Two cousins of this observer, aged 82 and 90, 
found themselves completely cut off from their 
family doctor and assigned to a young doctor who, 
they felt, took no interest whatever in them. The 
socialized plan is, therefore, especially unpopular 
with the older middle class. 

The plan appears to be not only of no benefit 
but actually a detriment to the specialists. Many 
of them have preferred to depend on their old 
clientele rather than affiliate with the new scheme. 

With the government providing medicines and 
supplies free on order of a physician, there is in- 
evitably great waste. Much of the time of the 
doctors during office hours is spent writing pre- 
scriptions for miscellaneous common remedies 
formerly purchased from time to time as needed. 
Many hospitals are being closed because of lack of 
sufficient staff to operate them and because of 
rates necessarily conflicting with government rates. 

An instance personally noted was the case of a 
boy needing glasses badly, who had to wait six 
months to get them and then broke them the next 
day. The family was having difficulty ascertain- 
ing how to go about having the glasses replaced, 
and the belief was that the child would have to 
wait another six months. 

The general tendency is an acquiescence on the 
part of most English people to socialized condi- 
tions. There is, however, widespread opinion that 
socialized medicine had not been studied suffi- 
ciently before being adopted in Britain, and as a 
result it is “a terrifically confused mess,” which 
may or may not straighten out to the proper ad- 
vantage of those it is intended to serve. 

One industrialist heading a very large com- 
pany stated that socialized medicine in industry, 
in effect there since 1910, had worked successfully 
owing to the supervision given by the individual 
companies, but with national socialization and ex- 
pansion, the red tape involved in government pro- 
cedures has prevented it from working out nearly 
as satisfactorily, and the cost has far exceeded es- 
timates. He thought that the people of his coun- 





try need better medical attention than they have 
had, but he did not believe that the socialized plan 
as now worked out is answering the problem, and 
he was of the opinion that the plan needs a great 
deal of revamping before it will perform in in- 
dustry as well as it did for so many years before 
the government put into effect its national health 
scheme. 


Fifth Anniversary of Florida’s Blue Cross 
Plan: Dr. Hawley Speaks 


The fifth anniversary of the birth of Florida’s 
Blue Cross Plan for hospital care was observed on 
the night of July 21, 1949 with a dinner at the 
Roosevelt Hotel in Jacksonville. 

Mr. W. E. Arnold, President of the Florida 
Hospital Service Corporation, presided. Dr. C. C. 
Hillman of Miami, President-Elect of the Florida 
Hospital Association, Dr. Walter C. Payne of Pen- 
sacola, President of the Florida Medical Associa- 
tion, and Mr. J. Edwin Larson, State Treasurer 
and Insurance Commissioner, made short talks, 
following which Mr. H. A. Schroder, Executive 
Director of the Florida Hospital Service Corpora- 
tion and the Florida Medical Service Corporation, 
formally presented Mr. Ernest E. Reese with a 
certificate which certified that he had become the 
200,000th member of Florida Blue Cross. 

Dr. Paul R. Hawley of Chicago, the chief 
executive officer of the Blue Cross and Blue Shield 
Commissions, was the principal speaker of the 
evening. A retired Major General of the United 
States Army, Dr. Hawley served as chief surgeon 
of the European Theater of Operations during 
World War II and was the first chief medical di- 
rector of the Veterans Administration. This 
brilliant leader and thinker delivered an epoch- 
making speech before a conference of state medical 
association officers in Chicago about a year ago, 
which was recognized and reported as such under 
commentaries in the November 1948 issue of The 
Journal. 

Replying to a highly complimentary introduc- 
tion by the presiding officer on this anniversary 
occasion, Dr. Hawley departed from his planned 
speech and immediately gained the approbation 
and rapt attention of his listeners. First he simply 
and modestly directed attention to the fact that 
what one does in the future is of importance, not 
what one has done in the past. He then told an 
amusing story: A farmer was leading a somewhat 
obstinate calf down a road. Upon reaching a 
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bridge the calf refused to budge, thereby blocking 
traffic. A motorist who drew up behind the animal 
offered to blow his horn to help get the calf 
across. The blast, however, was of such magni- 
tude that the calf became frightened, made a wild 
leap, landed on the rocks below and broke his 
neck. The farmer accepted the motorist’s apolo- 
gies, but added: “That was an awfully big noise 
for an awfully little calf.” Dr. Hawley then de- 
livered a shrewd talk abounding in farsightedness 
and discernment, which convinced the audience in 
a very short time that the presiding officer’s in- 
troductory blast had not been at all too big. 

The address merits reproduction here in its 
entirety: 


I was delighted to receive an invitation to join 
with you in this celebration of your Fifth Anniver- 
sary, and to bring to you the heartiest congratu- 
lations both of the Blue Cross Commission and of 
its staff. There are many characteristics of this 
Plan which endear it to me. 

First, its rapid and healthy growth. To have 
passed the 200,000 mark and to have enrolled 
more than 8% per cent of the population of 
Florida within such a short time is an achievement 
of which all Blue Cross can be proud. Further- 
more, the data, which we have in the Commission 
office, indicates that the rate of growth of this Plan 
is accelerating all the time. 

Second, your joint operation with Blue Shield 
is a great source of satisfaction to us who are try- 
ing to offer to the public protection against the cost 
of illness in one package. The afflicted family 
does not break down the cost of sickness into what 
goes to the doctor and what goes to the hospital. 
It all comes out of one place—the family bank 
account—and Blue Cross and Blue Shield are not 
protecting the incomes of hospitals and doctors, 
but are protecting the family bank accounts. It 
would be absurd to offer fire insurance in several 
packages—one indemnifying the damage to car- 
penter work, another the damage to plumbing, and 
still another the damage to electrical wiring. It 
is equally absurd to offer to the public protection 
against the cost of illness in more than one pack- 
age, regardless of what type of organization or 
organizations do the actual underwriting. 

Third, Florida Hospital Service Corporation 
endeared itself, together with Florida Medical 
Service Corporation, to all Blue Cross and Blue 
Shield by their generous hospitality during the 
last Conference of Plans. This was a memorable 
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conference, not only because of the forward steps 
there taken but also for the pleasant surroundings 
that were fully enjoyed by all in attendance. 


Lastly, although I regret to make him blush, 
the contributions of your Executive Director to the 
national movement of both Blue Cross and Blue 
Shield have marked him as a leader in our field; 
and his great capacity for friendship is not among 
the least of his assets. 

The situation as regards health legislation is 
very like one of your famous hurricanes. There 
was a considerable wind for some months, which 
died down abruptly when the proponents of com- 
pulsory health insurance became convinced that 
passage of the Thomas-Murray-Dingell Bill in the 
present session of Congress was an impossibility. 

There is grave danger that some of us may 
think that the storm has passed. No one who 
has experienced a Florida hurricane would be so 
deceived. It is only that the center of the dis- 
turbance is now passing over; and, once it has 
passed, we may be certain that the storm will be 
renewed, perhaps with increased fury for the 
reason that there is a possibility that the political 
complexion of the Congress will change at the end 
of the next session, which will offer some respite 
from the danger of socialistic legislation. 

Some six weeks ago, I appeared before the 
Subcommittee on Health of the Senate Committee 
on Labor and Public Welfare. Senator Murray 
presided, and with him as a proponent of com- 
pulsory health insurance was Senator Pepper. The 
opponents were represented by Senators Taft and 
Donnell. 

I am certain that my testimony changed no 
views in that subcommittee; but there was a 
lively period of questions and answers in which 
was revealed some unique thinking. First, the in- 
evitable question was asked me: “What is your 
definition of ‘socialized medicine?’ ” 

This is a very pertinent question—particularly 
so since the proponents of compulsory health in- 
surance have now adopted it to denounce all vol- 
untary health plans ‘proposed to the Congress. 
This is very amusing; it reminds one of those 
painful experiences in childhood wherein some 
nimblewitted playmate hurled a biting epithet in 
one’s teeth, to which the only retort that could be 
produced in the confusion of the moment was, 
“You're another.” I am surprised, but rather 
pleased, that the only epithet the proponents of 
compulsory health insurance can devise for vol- 
untary plans is to call them “socialized medicine.” 
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However—to define “socialized medicine.”’ The 
first step is to say that “socialized medicine” is 
that pattern of medical care which is fashioned 
upon socialistic principles; and then we must de- 
fine the principles of socialism. 

I am astonished to find the great, number of 
people who think that “government medicine” and 
“socialized medicine” are one and the same thing. 
As a matter of fact, little, if any, of the medicine 
now practiced by the Federal Government—and 
there is lots of it—is “socialized medicine.” The 
medical care given the Armed Forces is not so- 
cialized medicine—it is a part of their compensa- 
tion. It is no more socialism than is the manse 
furnished a minister of the Gospel socialized hous- 
ing. The medical care given the veteran with a 
nonservice-connected disability is “free medical 
care,’ and is no more socialized than a bonus or 
a pension. The medical care given the service- 
connected disabilities of veterans is a part of the 
liability the Government assumed in using their 
services—an employer’s liability. 

Do not confuse such medical care with “so- 
cialized medicine,” or accept the argument that 
already some 20 or 30 million Americans have 
“socialized medicine.” There is a vast difference. 
It may be that we should fight further extension of 
government medicine, but we shall then be fight- 
ing an entirely different thing. 

The essential element of socialist philosophy— 
and almost the only one upon which all political 
historians would agree—is that all the world’s 
goods be distributed “to each according to his 
needs,” without regard to the productivity of the 
individual or to his contribution to the social or- 
ganization. Thus every citizen should share alike 
in goods and services, it matters not whether he is 
able and industrious or incapable and slothful. 

While Socialists seek common ownership and 
collective control of the means of production and 
exchange of all goods and services, this does not 
necessarily involve nationalization of industries 
or services. In fact, there were numerous Socialist 
colonies established in the 19th Century, which 
were voluntary organizations of individual citi- 
zens pledged to this basic principle. 

Every one of these voluntary Socialist experi- 
ments failed! None survived more than a few 


years. And why? 

They all failed because the able and indus- 
trious tired of supporting the lazy and the irre- 
sponsible. When the able ones left the colony, the 
others were unable to support themselves. 


This is why Socialism can succeed only when 
enforced by government. There must be the 
element of compulsion which forces the thrifty and 
the industrious to give up a large part of their 
earnings to support the wilfully unproductive. 
Voluntary philanthropy is one thing, and has re- 
lieved much suffering in this world. Heavy tax- 
ation has largely dried up the sources of voluntary 
philanthropy; and now we are fast developing a 
political philosophy that it is the divine right of 
every citizen to share fully in luxuries as well as in 
necessities, regardless of whether or not he ever 
does a truly honest day’s work. 

The Thomas-Murray-Dingell Bill is socialistic 
because it distributes equal benefits but collects 
unequal contributions. Mr. Ewing calls this 
the same kind of insurance that has been a part 
of our national fabric for generations. There is no 
one present but who knows, first, that no insurance 
has ever operated upon this principle until so- 
called social insurance was devised; and, second, 
that the only people who would ever purchase 
such insurance voluntarily would be those able to 
get it at the break-even point or below. Can you 
imagine anyone voluntarily paying any more for 
his protection than the protection is worth—just 
so that someone else can purchase it cheaper? 
Could you sell automobiles or refrigerators or 
radios on this principle? 

Yet this is exactly what the latest health bill 
introduced in the Congress—the Ives Bill—pro- 
poses to do. It proposes to encourage all vol- 
untary prepayment health plans which will scale 
their rates in accordance with income of subscrib- 
ers. It proposes to subsidize voluntary plans 
which agree to do this. 

In the first place, this Bill is just as socialistic 
as the Thomas-Murray-Dingell Bill. Remember 
that insurance does not need to be nationalized or 
compulsory to be socialistic. Social insurance of 
all kinds has to be compulsory in order to sell it, 
but it is not socialistic because it is compulsory. 

The Ives Bill is silent upon the rates to be 
charged. Where, then, would the break-even rate 
be placed—in what income group? Suppose the 
break-even point were placed at the $3,000 income 
level. Would people with incomes of $5,000 or 
$6,000 voluntarily pay that much more for their 
protection than it was worth, or would they turn 
to commercial carriers who would offer them 
straight indemnity at somewhere near its value? 

Suppose the break-even rate were placed at the 
high income level. Then the amount of subsidy 
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required for all other coverage would make the 
cost prohibitive. 

The motives of the sponsors of the Ives Bill 
are beyond suspicion. They are honest and 
earnest American citizens, who are bitterly op- 
posed to compulsory health insurance. They are 
intelligent men, which makes it hard to under- 
stand how they have been deluded into thinking, 
first, that this is a workable measure, and, sec- 
ond, that so revolutionary a measure as this is all 
that will defeat the Thomas-Murray-Dingell Bill. 
Because of the unquestioned sincerity and in- 
tegrity of the sponsors of this legislation, I regret 
deeply that Blue Cross must oppose it. This is 
another example of the truth which states that 
friends often can be more dangerous than enemies. 

It is not very convincing to condemn the 
Thomas-Murray-Dingell Bill merely because it is 
socialistic. We already have socialistic legislation 
in the books. The question is, how far do we want 
to go toward the Welfare State? 

Compulsory health insurance is the longest 
leap yet proposed; and, once it is taken, the ques- 
tion will no longer be whether we want to have a 
Welfare State—we shall already have it. Other 
measures will follow in rapid order once this great 
leap is taken; and, before we realize it, we shall 
have a State like that in Great Britain. 

Do we want this? What, in Heaven, is there 
today in Great Britain that we can possibly envy? 
A lower standard of living. A hungry people. 
(sovernment regimentation of currency, housing, 
food, recreation. A country on the verge of bank- 
ruptcy—and brought to this critical juncture 
largely, in the words of their own Chancellor of 
the Exchequer, through the cost of their social in- 
surance scheme. 

It is difficult to conceive how any intelligent 
American can look at Great Britain and advocate 
a similar program in the United States. I say this 
is difficult—yet it is not now so difficult for me 
after my experience upon the witness stand of the 
Senate Subcommittee on Health. In one ex- 
change of questions and answers, I stated that 
adequate protection against the cost of serious 
acute illness for an entire family could be pur- 
chased for the price of one package of cigarettes 
a day; whereupon a Senator asked me, in effect, 
if I expected people to give up smoking in order 
to have medical care—whether I expected them 
to forego part of the movies they attend regu- 
larly in order to provide good medical care for 
their families. 
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He went on to say that voluntary prepay- 
ment plans would never do the job because too 
many people would not subscribe—that you had to 
compel people to carry health insurance, else too 
many would not do it. 

There you have it, my friends. We have in- 
fluential people in Congress who profess openly 
to believe that people should be encouraged to 
spend their earnings first for luxuries; and, if 
there be not enough left for necessities, the tax- 
payer will provide them. 

We have influential people in Congress who 
state openly that no longer should American citi- 
zens be privileged to decide for themselves whether 
or not they will carry insurance—they must be 
compelled to carry it. 

The direction in which this Administration is 
headed is clearly charted by such statements. If 
this is the kind of America that you want, you 
should give full support to this Welfare State pro- 
gram. If it isn’t the kind of America you want, 
you had better fight, fight hard, and keep on 
fighting—or you will have that kind of America 
whether you want it or not. 


American Heart Association 
Research Awards 


A quarter of a million dollars has been allocat- 
ed by the American Heart Association for studies 
in cardiac and circulatory disease. One hundred 
and twenty-one requests, all of high caliber and 
deserving of fulfilment, totaled almost a million 
and a half dollars. These requests indicate the 
tremendous medical interest in finding solutions 
for problems in the cardiovascular field and also 
the pressing need for research funds to increase 
knowledge of the causes of diseases of the heart 
and blood vessels. 

In line with a policy of supporting younger 
scientists in the field of medical research to de- 
velop investigators in cardiovascular disease, 
$103,800 was allocated to twenty-five research 
fellowships, the individual stipends ranging from 
$3,000 to $4,000 to cover one year periods begin- 
ning, in most instances, on July 1, 1949. Three 
of these fellowships were made available in South- 


ern institutions. Cerebral blood flow will be 


studied at Duke University School of Medicine, 
physiology at Tulane University School of Medi- 
cine, and hypertension at Southwestern Medical 
College. 

Dr. W. Mommaerts of Duke University, one of 
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two established investigators engaged in independ- 
ent research who were given aid, received a grant 
for continuation of research in the biochemistry 
of muscular contraction. Of six grants-in-aid, one 
was an award of $25,000 to Dr. Albert Szent 
Gyorgyi for research on muscular contraction, and 
five went to institutions for cardiovascular studies. 
Additional funds were also provided for basic 
research and cooperative research studies. 


Diabetes Detection Drive Progresses 


The diabetes detection drive inaugurated by 
the American Diabetes Association during Dia- 
betes Week last December covered 145,960 pa- 
tients, including 37,243 children. In announcing 
these figures, Dr. Howard F. Root of Boston 
stated that the program is continuing and the 
results are not yet complete. 

It is noteworthy that no money was sought 
from the public during the drive. Local commit- 
tees of physicians from county medical societies 
made provision for free testing of urine of patients 
either in physicians’ offices or in detection centers. 
To say the least, this attempt by American phy- 
sicians to attack a public health problem without 
asking for money is certainly a good will gesture. 

Recent studies highlight the importance of 
this work. They indicate that there may be as 
many as two million diabetics in the United States, 
ai least half of whom are unaware of their illness. 
Diabetes Week this year will be observed from 
October 10 to 16. 


Health Legislation Before the 
Eighty-First Congress 


At this writing the first session of the Eighty- 
First Congress is rapidly drawing to a close. Al- 
though extending the period beyond the normal 
terminating date of July 31, the date of adjourn- 
ment has been inferred as at a time near Labor 
Day. During this first session the quantity of 
proposed legislation dealing directly or indirectly 
with public health has been voluminous. Of pri- 
mary concern to the medical profession have been 
measures containing provisions for some form of 
compulsory health insurance. Present indications 
are that legislation of this type is unlikely to be 
considered at this session, but will continue to be 
a major issue in 1951. 

Perhaps the most familiar to the general pub- 
lic is the Administration-approved Thomas-Mur- 
ray-Wagner bill. This is a so-called omnibus bill 





based on the recommendations of Federal Security 
Administrator Oscar Ewing in his report to the 
President entitled, “The Nation’s Health,” and 
which contains a comprehensive program for com- 
pulsory health insurance. The equally well known 
name of Dingell, associated with such proposals 
in the past, may be found on an identical bill intro- 
duced by him into the House of Representatives. 

Other significant measures introduced into the 
Senate include the Taft bill, the Hill bill and 
the Flanders-Ives bill. Companion or similar pro- 
posals may be found in the House of Representa- 
tives. All three are characterized by grants-in-aid 
to the several states for the purpose of establish- 
ing or expanding already existing health facilities. 
The Taft bill would coordinate the health func- 
tions of the federal government in a single agency. 
Both the Hill and Flanders-Ives bills stress assist- 
ance to voluntary prepayment health plans to pro- 
vide for more extensive coverage to everyone, re- 
gardless of economic status. 

Some Senators and Congressmen have said 
that they seldom hear from their doctors on pro- 
posed health legislation, either at the Capitol or 
at home. One Florida Congressman has stated 
that he considers medical men ambiguous in 
their requests. As these men visit in their home 
communities and throughout the state following 
adjournment of the Congress, physicians will have 
opportunity to make it impossible for a Senator 
or Representative from this state to make such 
charges of neglect, and an equally excellent chance 
to eliminate any ambiguity which may exist. 





YOUR BLUE SHIELD 





A.M.A. House of Delegates Approves 
Separation of A.M.A. and A.M.C.P. 


Complete separation of the American Medical 
Association and the Associated Medical Care 
Plans (Blue Shield) was approved by the A.M.A. 
House of Delegates at its Ninety-Eighth Annual 
Session in Atlantic City, meeting from June 6 to 9, 
1949. 

Recommended originally by the Council on 
Medical Service of the A.M.A. in a statement 
delivered to the Blue Shield Commission of 
A.M.C.P. at its meeting in Hollywood, on April 
15, 1949, the separation was accepted by the 
Blue Shield national organization before the ques- 
tion was placed before the A.M.A. House of 
Delegates. 

E. Vincent Askey, M.D. (California), chair- 
man of the reference committee to which the 
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Council’s recommendation was referred, in com- 
menting on the committee’s report said, “Your 
reference committee feels that it is important that 
the Delegates read carefully the comment of the 
Council on Medical Service, appearing in the 
second paragraph of its recommendation, so there 
may be no misunderstanding as to the value 
attached to the accomplishments of A.M.C.P.” 

The statement referred to in Dr. Askey’s 
word of caution said, ‘““The Council on Medical 
Service desires at this time to acknowledge the 
efforts of A.M.C.P. in promoting through its 
member plans the principle of voluntary prepay- 
ment health insurance; and believes that A.M.C.P. 
has reached a state of development where it can 
function more adequately as an autonomous trade 
association.” 

In approving another resolution, introduced 
by L. Howard Schriver, M.D. (Ohio), the House 
of Delegates pledged its support to A.M.C.P.°as 
an independent federated agency representing 
state and local Blue Shield Plans. 

It was commonly agreed, by all concerned, 
that one of the reasons for the separation of these 
two organizations had been an inability to agree 
upon a Blue Shield proposal to establish a national 
enrolment agency for handling so-called national 
accounts. The dilemma was bridged by adoption 
of the Schriver resolution, which “resolved, That 
the several state and local Blue Shield Plans con- 
tinue the development of an enrolment agency 
to act in their interest in the field of so-called 
‘national accounts,’ using their best judgment (and 
that of sponsoring societies) with respect to the 
methods, means, procedure and form or organiza- 
tion by which the problems related to national 
accounts may be solved.” 

Five members of the Blue Shield Commission 
originally appointed by the Council on Medical 
Service were invited by the commission to con- 
tinue their membership as individuals, even though 
they no longer represented the A.M.A. The five 
commissioners include Drs. A. W. Adson, Elmer 
Hess, Charles Gordon Heyd, J. D. McCarthy and 
Carl F. Vohs. 

Leaders in the Blue Shield movement accepted 
the change in status as an indication that A.M.C.P. 
had matured to the point where it could function 
efficiently as an independent trade organization, 
and without official relationship to the A.M.A. 
A situation which had become highly controversial 
was resolved to the apparent satisfaction of every- 
one involved. The Florida Blue Shield Plan was 
unanimously in accord with this decision. 
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NATIONAL EDUCATION CAMPAIGN | 


STATE NEWS ITEMS 





The interest of the individual members of the 
Florida Medical Association participating in the 
National Education Campaign, being waged by 
the American Medical Association, state medical 
association and county medical societies, is evi- 
denced by numerous speaking engagements being 
accepted. The following listing of speaking en- 
gagements includes only those which have come 


to the attention of The Journal. 


F. Gordon King of Jacksonville, local Edward C. DeSaus- 
sure Post 9, American Legion 

Kenneth Dunham of Frostproof, Lake Wales Rotary Club 

James R. Boulware, Jr., of Lakeland, local Kiwanis Club 

Walter C. Payne of Pensacola, local Kiwanis Club 

Francis T. Holland of Tallahassee, local Kiwanis Club 

James R. Boulware, Jr., of Lakeland, Bartow Kiwanis Club 

James E. Thompson of Tarpon Springs, local Lion’s Club 

Francis T. Holland of Tallahassee, Woman’s Auxiliary to 
the Leon-Gadsden-Liberty-Wakulla-Jefferson County 
Medical Society 

Edward R. Annis of Miami, local Exchange Club 





BIRTHS, MARRIAGES AND DEATHS 


Births 
Dr. and Mrs. Joseph B. Pomerance of Miami Beach 
announce the birth of a son on May 3, 1949. 
Dr. and Mrs. Francis C. Skilling of Miami announce 
the birth of a daughter, Mary Emma, on June 10, 1949. 





Marriages 
Dr. Floyd L. Pichler and Miss Ruby Virginia Hicks 
of Jacksonville were married on June 30, 1949 
Dr. Martin S. Belle of Miami and Miss Marylyn Rita 
Horowitz were married on April 29, 1949 


Deaths—Members 


Dr. Rayburn N. Joyner, Marianna July 9, 1949 


Dr. Major E. Threlkeld, Miami July 12, 1949 
Dr. Frederick L. Flynn, St. Petersburg July 12, 1949 
Dr. Thomas A. Neal, Orlando June 22, 1949 
Dr. C. Larimore Perry, Miami July 6, 1949 


June 11, 1949 


Dr. Nilo C. Pintado, Miami 
July 9, 1949 


Dr. Luther A. Hodsdon, Miami 
Deaths—Other Doctors 


Dr. Victor P. Genge, Fort Walton 
Dr. Siver A. Wilson, Bradenton 


P24 


PRACTICE FOR SALE: Growing north Florida town 
of 5,000. Grossed $20,000 last year. Specializing. Write 
69-26, P. O. Box 1018, Jacksonville, Fla. 


July, 1949 
July 2, 1948 


74 
WANTED: Physician to locate in Trenton, Fla., small 
town in one of the best farming communities in Florida; 
located in Suwannee River Valley. Splendid opportunity. 
Office space available; also sufficient space for small hos- 
pital. Please write A. B. Rogers, Pharmacist, Trenton, 
Fla. 
a 


E. E. N. T. PHYSICIAN: Well trained; 38 years of 
age; excellent personality, wishes association with special- 
ist or clinic. 
Fla. 


Write 69-28, P. O. Box 1018, Jacksonville, 


Florida members have paid 81 per cent of the 
assessment levied for the National Education 
Campaign by the A.M.A. Those members who 
have not already done so are urged to rush $25.00 
to the secretaries of their county medical societies. 
Secretaries will promptly forward assessments to 
the Florida Medical Association, Jacksonville. 
Florida is among the states that are in the lead. 
Act now and push Florida’s record to the top. 

a 

Any member desiring to read a paper at one 
of the Scientific Assemblies at the 1950 annual 
meeting in Hollywood is requested to communi- 
cate with Dr. Frederick K. Herpel, 223 Sunset 
Road, West Palm Beach, chairman of the Asso- 
ciation’s Committee on Scientific Work. 

Dr. Herpel urges that any member making 
application submit a copy of his paper or a fifty 
word synopsis. 

All applications must be received by Dr. 
Herpel on or before November 15 to permit time 
for arranging a well balanced program. 

ya 

Dr. Robert B. Mclver of Jacksonville and 
Dr. Herbert L. Bryans of Pensacola have been 
reappointed to the Florida State Board of Health 
for four year terms by Governor Warren. 

aw 

Drs. William L. Wagener, Jr., and Glenn H. 
Heller of Coral Gables have returned to their 
practices after attending a course in surgical 
anatomy at Cornell Medical College. Dr. Heller 
also attended a course in surgical technic at the 
Cook County Graduate School of Medicine in 
Chicago. 

oa 

Dr. A. Denton Jones of Jacksonville is at the 
Crile Clinic in Cleveland studying the ear, nose 
and throat. Dr. Jones received a fellowship. 

Dr. Raymond L. Evans of Miami has returned 
te his practice after taking a postgraduate course 
in surgery at the Mayo Clinic. 


vw 
Dr. Ashbel C. Williams of Jacksonville at- 
tended several surgical clinics in Boston in June. 


4 
Dr. Miles A. Collier of Wauchula flew to 
Mexico City, Mexico, in July to attend a medical 
meeting, visit clinics and hospitals and study 
tropical diseases. 
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Dr. Carl M. Pults of Lake Worth spent the 
month of July in Boston where he received a 
postgraduate course in heart diseases at the 
Harvard Medical School. 


ss 
Dr. Paul L. Berezney of St. Petersburg has 
accepted a position as resident surgeon at the 
Mercy Hospital in Hamilton, Ohio. After com- 
pleting the four year study in advanced surgery, 
Dr. Berezney plans to return to St. Petersburg 
to continue his practice. 
sw 
Dr. Howard G. Holland of Leesburg and Dr. 
Carl D. Hoffman of Orlando attended the Inter- 
national Conference of Gynecologists in London 
in July. They also visited hospitals and clinics 
in Paris and Marseilles. 


ea 

Dr. J. Powell Adams of Panama City has 

accepted the position as a resident in radiology 

at the Woodlawn Hospital in Chicago, where he 
will spend a year in the study of radiology. 


Sw 
Dr. Gerard E. Christie of Titusville took a 
postgraduate course at Columbia University in 
July. 
Sw 
Dr. Henry L. Smith, Jr., formerly of Jackson- 
ville, has opened offices for the practice of urology 
in Tallahassee. 
vw 
Dr. Ralph N. Greene, Jr., of Jacksonville 
recently addressed the Southside Lions Club on 
“The Eyes As a Barometer of the Body’s Health.” 


Zw 
Dr. Walker Stamps of Jacksonville recently 
was appointed by Governor Warren to the Duval 
County Welfare Board to take the place of Dr. 
Webster Merritt, Jacksonville. 


Sw 
Drs. Russell B. Carson of Ft. Lauderdale, 
James J. Nugent of Miami and Joseph C. Hay- 
ward of Orlando attended the recent annual meet- 
ing of the American Urological Association which 
was held in Los Angeles. 


Zw 

Dr. Frank A. Sica announces the removal of 

his office from Fellsmere and Sebastian to 628 
Ridgewood Avenue, Holly Hill. 
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NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Ande, Willard F., West Palm Beach 
Barrett, Bernard M., Pensacola 

Bell, Alan E., Pensacola 

Chapman, John F., West Palm Beach 
Coppedge, Wayland T., Jacksonville 
Counts, Russell L., Branford 

Foley, Joseph D., Jacksonville 
Halpern, Morton M., Miami 
Holland, Ned W., Tampa 
Klinkenberg, Royle B., Hollywood 
Lindner, John D., Ocala 

Moore, John P., Ocala 

Price, Morris A., Jacksonville 

Rhea, Samuel B. D., Pensacola 

Roy, Raymond S., West Palm Beach 
Schenck, Kenneth W., Ft. Lauderdale 
Tanous, John H., Miami Beach 
Taylor, G. Dekle, Jacksonville 
Waldrep, Jack M., Ocala 

York, Dale E., Pensacola 





COMPONENT SOCIETY NOTES 





DeSoto-Hardee-Highlands-Charlotte-Glades 


The July meeting of the DeSoto-Hardee-High- 
lands-Charlotte-Glades County Medical Society 
was held at the Simmons Hotel in Wauchula. Dr. 
Thomas M. Edwards of Tampa was the guest 
speaker. He discussed otosclerosis and also treat- 
ment of burns of the esophagus caused by lye. 

Members present included Drs. Godfrey L. 
Beaumont, Isaac W. Chandler, Hubert W. Cole- 
man, Merle C. Kayton, Charles H. Kirkpatrick, 
Carl J. Larsen, Leldon W. Martin, Ruth M. 
Miller, Edwin C. Northup, Wesley S. Pyatt., 
Zaven M. Seron, John A. Simmons, James G. 
Smith, Jr., and Stanley K. Wallace. Dr. H. W. 
Martin, a dentist from Sebring, was among the 
guests. 

All members of the society have paid Associ- 
ation dues for 1949. 


Pinellas 


At the July meeting of the Pinellas County 
Medical Society which was held at the Detroit 
Hotel in St. Petersburg, Dr. Gordon B. Taylor 
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presented a paper entitled, “Dermatitis Due to 
Wearing Apparel.” He was introduced by Dr. 
Albert R. Frederick, program chairman. Dr. 
Taylor’s paper was discussed by Drs. Louis B. 
Mount, Arthur H. Raynolds and Kenneth J. 
Weiler. 

Seminole 


All members of the Seminole County Medical 
Society are participating physicians of the Florida 
Hospital Service Corporation (Blue Cross) and 
of the Florida Medical Service Corporation (Blue 
Shield). : 

On July 7 members of the society were guests 
of the Dental Society on a boat trip up the St. 
Johns River. They enjoyed fishing, swimming 
and a picnic lunch. 


aS, AS MS BEI a RARE. LF 
} OBITUARIES ; 
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Spencer Augustus Folsom 


Dr. Spencer A. Folsom of Orlando died sud- 
denly of a heart attack on June 26, 1949. He 
was 53 years of age. 


Dr. Folsom was born on Aug. 15, 1896 in San 
Francisco, and received his medical degree in 
1917 from the Emory University School of Medi- 
cine in Atlanta. He had an outstanding record 
in World War I, when he served as a medical 
officer with the United States Marine Corps. He 
began the practice of medicine in Orlando in 1926 
after practicing several years in Haines City. 


One of the state’s leading diagnosticians, this 
distinguished internist contributed much time and 
effort toward the advancement of his profession. 
He was a past president of the Orange County 
Medical Society and of the staff of the Orange 
Memorial Hospital, where he was chief of the 
medical service. As a member of the Florida 
Medical Association, he participated in its activi- 
ties as a councilor and a member of committees. 
He also served as an associate editor of The 
Journal and was a frequent contributor to its 
scientific and editorial columns. He was a fel- 
low of the American Medical Association and of 
the American College of Physicians. 


His widow, Mrs. Mary Margaret Folsom, a 
son, Spencer A. Folsom, Jr., and a daughter, Miss 
Jean Folsom, survive him. 
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Te Oo 
Rayburn Nelson Joyner 


Dr. Rayburn N. Joyner of Marianna died on 
July 9, 1949, following a heart attack, which he 
suffered while in Chipley. He was 38 years of 
age. Interment took place in Wake Forest, N. C., 
where he was born. 


Dr. Joyner received his medical degree from 
the Duke University School of Medicine in 1933. 
In 1935 he came to Florida to accept the position 
of director of the Jackson county health depart- 
ment. Two years later he entered private prac- 
tice in Marianna. He participated in the civic 
and social activities of that city and was a mem- 
ber of the Rotary and Elks Clubs and of the 
First Baptist Church. 

A member and former secretary of the Jack- 
son County Medical Society, Dr. Joyner was also 
a member of the Florida Medical Association and 
of the American Medical Association. 


Survivors include his widow, Mrs. Marie 
Joyner; two daughters, Rena Margaret and Susan; 
a son, Rayburn Nelson, Jr., all of Marianna; his 
mother, Mrs. Rena L. Joyner of Wake Forest; 
and two sisters, Mrs. Rena McDevitt of Wake 
Forest, and Mrs. Margaret Edwards of Wilming- 
ton, N. C. 


et RE RCRA 
Thomas Albert Neal 


Dr. Thomas A. Neal of Orlando died at the 
Florida Sanitarium on June 22, 1949, following 
an illness of several weeks. He was 74 years 
of age. 

Dr. Neal was born in Commerce, Ga., and was 
an honor graduate of the University of Georgia 
in 1899. He received his medical degree from 
the Atlanta College of Physicians and Surgeons in 
1903. At that time he began the practice of 
medicine in Florida. In 1914 he entered the 
United States Army and served during World 
War I. Following his separation from the service, 
he located in Orlando, where he became endeared 
to Orlando citizens as a family physician. 

He was one of the first members of the 
Orlando Rotary Club and had a perfect attend- 
ance record for more than twenty-seven years. 
Dr. Neal was a member of the Orange County 
Medical Society and of the staffs of the Florida 
Sanitarium and the Children’s Home Society. He 
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was a life member of the Florida Medical Asso- 
ciation and had served as an associate editor of 
The Journal. He also was a fellow of the 
American Medical Association. 

Surviving are his widow, Mrs. Olive Fitts 
Neal; a daughter, Mrs. Edward Lyne Strehbehn 
of San Juan, P. R.; two grandchildren, and 
several nieces and nephews. 


ee aa 
Nelson Miles Black, Jr. 


Dr. Nelson M. Black, Jr., of Miami died on 
June 9, 1949 of an infectious disease indigenous 
to the Far East, where he spent several years 
serving as a flight surgeon with the rank of cap- 
tain in the United States Army Air Forces. He 
was 36 years of age. 

Dr. Black was born on Dec. 3, 1912, in Mil- 
waukee, the son of Dr. and Mrs. Nelson M. 
Black, Sr. At the age of seventeen, he moved to 
Miami, where his father at the present time is 
specializing in ophthalmology. After receiving 
his Bachelor of Arts degree at Dartmouth College 
in 1936, he entered the University of Pennsylvania 
School of Medicine, from which he was graduated 
in 1939. 

Until August 1942 when he entered the armed 
forces, Dr. Black served an internship and resi- 
dency in ophthalmology at the University Hos- 
pital in Iowa City, Iowa. During this time he 
was associated with Dr. P. J. Leinfelder in a 
study of the Macacus rhesus. Following separa- 
tion from the service in January 1946 and com- 
pletion of a brushup course at Iowa City, in 
April of that year he began the practice of oph- 
thalmology in association with his father in Miami. 

Dr. Black’s military career in the China- 
Burma-India theater and in the Marianna Islands 
was climaxed by his daring rescue of several crew 
members following the crash of a bomber loaded 
with ammunition. For his outstanding courage in 
the face of personal danger, he was awarded the 
Soldier’s Medal. 

The young physician was a member of the 
Dade County Medical Association, the Florida 
Medical Association and the American Medical 
Association. He also was a member of the Alpha 
Mu Pi Omega medical fraternity. 

In addition to his parents, survivors include 
his widow, Mrs. Susan Blow Black of Miami, to 
whom he was married in 1939. 
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WOMAN’S AUXILIARY 


FLORIDA MEDICAL ASSOCIATION 
OFFICERS 


Mrs. Cuartes F. HeENLeEy, President........ Jacksonville 
Mrs. JaMes L. ANpeERSON, President-elect........../ Miami 
Mrs. Letanp F. Carton, Ist Vice Pres........... Tampa 


Mrs. C. Ropert DeArmas, 2nd Vice Pres..Daytona Beach 
Mrs. M. Austin Lovejoy, 3rd Vice Pres... t. Lauderdale 
Mrs. Exnest W. ExkerMeyer, 4th Vice Pres...7allahassee 
.. Miami 


Mrs. C. Russert MorGan, Jr., Recording Sec’y.. 

Mrs. CLarence D. Roiiins, Correspdg. Sec’y.Jacksonville 
Wine. Wise 1. TEL, THON... cs cicccves Lakeland 
COMMITTEE CHAIRMEN 
Mrs. Donatp M. Batpwin, Editorial........ Jacksonville 
Mrs. Lee EF. PakMvey, Finance..... Desi Winter Haven 
Mrss Harrison G. ParMer, Hygeia......... St. Petersburg 
Mrs. Sipney G. Kennepy, Jr., Legislation...... Pensacola 
Mrs. Herscuer G. Core, Public Relations......... Tampa 
Mrs. Cuester H. Murpny, Reference............ Bartow 
Mrs. Joun E. Marines, Jr., Student Loan...... Gainesville 
Mrs. Tuomas C. Kenaston, Program.............. Cocoa 
Mrs, Gorvon H. Ira, Historian............../ Jacksonville 
Mrs. Letanp IF. Caritton, Organization........... Tampa 
Mrs. Lestie M. Jenkins, Parliamentarian........./ Miami 
Mrs. H. Quityiian Jones, Bulletin............. Ft. Myers 
Mrs. Joun F. Loveysoy, State Bulletin Editor.Jacksonville 
Mrs. Ricuarp I, Stover, Romance of Medicine...Miami 











Public Relations Chairman Speaks 

Public relations is a term which 
many doctors. They are unable to confine it to 
one specific single definition which at all times 
covers its functions and phases. One medical 
society had created this unstandable definition: 
“The task which the medical profession has, and 
which it has always had, of fitting itself to the 
pattern of public desires has lately come to be 
called Public Relations.” 

In doing auxiliary public relations work, we 
should remember that we are not called upon to 
defend the American doctor. He needs no de- 
fense. Under the free enterprise system of medi- 
cal practice in this country, the American medical 
doctor has been the major contributing factor in 
producing one of the healthiest nations in the 
world, in addition to having attained the highest 
degree of scientific achievement. It is our duty 
to disseminate this information to the public. 

Long ago the ground work for Public Rela- 
tions should have been formulated. Information 
can be distributed by presenting health forums 
and radio skits, by offering programs to lay 
organizations, by assisting and providing doctor 
speakers, by training a carefully selected group 
of auxiliary members to speak on our state Blue 
Shield Plan, by bolstering our newspaper contacts, 
by touring rural areas with lectures, simple ex- 
hibits, films and pamphlets, by speaking before 
high school children, the voters of tomorrow. Get 
before your community health facilities and re- 

(Continued on page 174) 
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To increase 


sodium excretion 


“Thus it becomes apparent that Aminophyl- 
lin is a diuretic agent in that it can mobilize 
and excrete fluid and sodium even in the 
face of decreased intake.” 





eS 
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SEARLE 
DR ARE 


AMEOPI LLL 


—acts quickly and efficiently to eliminate 
edema fluids in congestive heart failure. G. D. 
Searle & Co., Chicago 80, Illinois. 





ORAL—PARENTERAL—RECTAL 
DOSAGE FORMS 


*Searle Aminophyllin contains at least 
80% of anhydrous theophylline. 
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SEAR , 4 RESEARCH IN THE SERVICE OF MEDICINI 


1. Brown, W. E., and Bradbury, J. T.: The Effectiveness of 
Various Diuretic Agents in Causing Sodium Excretion in Preg- 
nant Women, Am. J. Obst. & Gynec. 56:1 (July) 1948. 
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The Purest of 
Pleasures 





Sealtest Ice Cream brings pleasure to 
thousands. It’s a food to enjoy— 
delicious, nourishing and pure. 

Made of finest ingredients under strict 
Sealtest Laboratory Control, Sealtest 
Ice Cream is rich in vital body- 
building elements—vitamins, minerals, 
proteins, calcium and 10 important 


amino acids. 


Get the Best— Get Sealtest! 
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member to work through health committees in 
lay organizations. Special attention should be 
given to P.-T.A., League of Women Voters, Demo- 
cratic and Republican and other women’s clubs, 
State Federation of Women’s Clubs, A. A. U. W., 
and other organizations. With these groups, it 
would be well to work toward obtaining resolu- 
tions opposing compulsory health insurance. 

Caution should be used in the preparation of 
material. For obvious reasons, it must agree 
with policies and established procedures of the 
A.M.A., our State Medical Association, and at 
the home level, with our county medical society. 
lt is more important than ever that we present a 
united front. This cannot be accomplished if 
the auxiliary fails to align its material with that 
being used by the medical society. This can be 
done only if Mrs. Doe expresses the same thoughts 
as Dr. Doe. 

Whitaker and Baxter, leaders in our National 
Education Campaign, suggest: ‘Many officials 
and employers of the Social Security Department 
and various other government agencies are taking 
the stump to speak for Compulsory Health In- 
surance. May we suggest that doctors and friends 
of our cause who attend meetings where Govern- 
ment officials are speaking for socialized medicine, 
ask such questions as the following: ‘Who is 
paying you to make this appearance? Are you 
here at the taxpayers’ expense, agency or com- 
mittee?’ This should be done quietly and politely. 
There is no need for argument. The audience will 
get the point, no matter what alibi the speaker 
may trot out.” 

Will you please put me on your mailing list? 
If you have any suggestions, criticisms, or aid to 
offer, please feel free to pass them along to your 
State Public Relations Committee. 

Sincerely yours 
Mrs. Herschel G. Cole 
State Chairman of Public Relations 





BISCAYNE HOSPITAL 


6339 Biscayne Blvd. 
MIAMI 38, FLORIDA 


Members of the Dade County 

Medical Association are ac- 

quainted with the high type 
of service rendered. 


David Collins, Superintendent 


Registered, American Medical Association 





Phone 7-4544 
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Do rseyu Going Your Way 


FOLLOWING a parallel route to a similar 
destination, the ethical pharmaceutical 
maker necessarily keeps the progress and 
direction of scientific medicine constantly 
in view. 

For a closer look at medicine's progress 
and full comprehension of its implications, 
the Smith-Dorsey Company has expanded 
its research facilities, secured increased re- 


search grants and added research personnel. 





THE SMITH-DORSEY COMPANY © Lincoln, Nebraska SRANCHES AT LOS ANGELES AND DALLAS 


MANUFACTURERS OF : 


AQUEOUS SUSPENSION OF ESTROGENIC SUBSTANCES « DORSEY 
AMINOPHYLLINE SUPPOSITORIES @ DORSEY 
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ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical Technique, 

Two Weeks, starting September 26, October 24, No- 

vember 28. Surgical Technique, Surgical Anatomy & 

Clinical Surgery, Four Weeks, starting September 12, 

Octoler 10, November a Surgical Anatomy & ( "linical 

Surgery, Two Weeks, starting September 26, October 

24, November 21. Surgery of Colon & Rectum, One 

Week, starting October 10, November 28. Esophageal 

Surgery, One Week, starting October 10. Thoracic 

Surgery, One Week, starting October 3. Breast & 

Thyroid Surgery, One Week, starting October 10. 

Fractures & ‘Traumatic Surgery, Two Weeks, starting 

October 3. 

GYNECOLOGY— Intensive Course, Two Weeks, starting 

September 26, October 24. 

Vaginal Approac h to Pelvic Surgery, One Week, start- 
ing September 19, November 7. 

OBSTETRICS— Intensive Course, Two Weeks, starting 

September 12, November 7. 

MEDICINE—Intensive General Course, Two Weeks, 

starting October 3. 

Gastroenterology, Two Weeks, starting October 24. 
Gastroscopy, Two Weeks, starting September 26, 
October 24. 

DERMATOLOG Y—Formal Course, Two Weeks, starting 

October 24. Informal Clinic al Course every two 


weeks, 

ROENTGENOLOGY—Diagnostic & Lecture Course First 

Monday of every month. 

Clinical Course Third Monday of every month. X-Ray 
Therapy every two weeks. 

UROLOGY— Intensive Course, Two Weeks, starting 
September 26. Ten Day Practical Course in Cysto- 
scopy every two weeks. 

GENERAL, INTENSIVE AND SPECIAL COU pape 
IN ALI dee HES OF MEDIC a SURGEI 

AND THE SPECIALTIE 
Teaching Faculty: 
Attending Staff of Cook County Hospital 
Address: 
Registrar, 427 South Honore Street, 
Chicago 12, Illinois 








provides service and heatea 





by 


COAST 1° COAST : 


slic sbéc abl cs 


Wherever the Hanger Wearer may live 
or travel, he can feel assured that his 
Hanger Artificial Limb will be properly serviced 
at the nearest Hanger office. 

One or more offices in every section—North, 
East, South, and West—render hanger Wearers 
the same high quality service. Conveniently 
located in many key cities, each offers complete 
repair facilities and carries a full line of Hanger 
Standard parts and supplies. 

Thus the Hanger Wearer is caused a minimum of 
inconvenience and discomfort. Long waits for 
shipments from distant factories are eliminated. 
Traveling representatives cover many areas sur- 
rounding the offices. In such areas, Hanger 
Service is brought literally to Hanger Wearers. 


HANGE 


907 Hogan Strect 
Jacksonville, Florida 





ARTIFICIAL 
LIMBS 
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NEW AND NONOFFICIAL REMEDIES, 1949. Issued under 
the Direction and Supervision of the Council on Pharmacy 
and Chemistry of the American Medical Association. Price, 
$3.00. Pp. 805. Philadelphia: J. B. Lippincott Company, 
1949. 

New and Nonofficial Remedies is published annually 
by the Council on Pharmacy and Chemistry of the Amer- 
ican Medical Association and contains a description of 
preparations and articles which have been examined and 
accepted by the Council for that publication. The book 
provides statements on actions, uses, dosage, tests and 
standards of the preparations and articles. It also includes 
certain official preparations and other articles, including 
drug substances for manufacturing use for which there 
are not official standards, which the Council is of the 
opinion should be included for the information of the 
medical profession. The present volume contains descrip- 
tions of the articles which stand accepted by the Council 


on Jan. 1, 1949. 
aw 


HOW TO BECOME A bDocTor. By George R. Moon, A.B., 
M.A. Price, $2.00. Pp. 131. Philadelphia: The Blakiston 
Company, 1949. 

To read this book is like sitting down with someone 
and discussing a future career. It is written to aid would- 
be doctors in planning their training, in evaluating or 
improving their chances for entry into a_ professional 
school and in clarifying the probabilities for success after 
graduation. Mr. Moon, Examiner and Recorder of the 
University of Illinois Colleges of Medicine, Dentistry and 
Pharmacy, is unusually well qualified to provide sound 
and accurate information on this subject, for he has served 
as a registrar and a member of admission committees for 
twenty years, interviewing some 20,000 prospective medi- 
cal students. 

Ten chapters are devoted to a summary of the admis- 
sion requirements of the leading medical schools, a de- 
scription of the methods followed by admitting commit- 
tees in selecting new medical students, a discussion of the 
medical curriculum and the chances for a student to suc- 
ceed or fail, and an analysis of the number of related 
problems including finances, housing, outside employment, 
internships and residencies. Brief chapters on the two 
closely allied professions of dentistry and pharmacy are 
included. A final chapter deals with other professional 
fields closely allied to allopathic medicine, including veteri- 
nary medicine, optometry, chiropody, occupational therapy, 
hospital administration, medical illustration and science. 
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MEDICINE THROUGHOUT ANTIQUITY. By Benjamin Lee 
Gordon, M.D. Price, $6.00. Pp. 818. Illustrations, 157. 
Philadelphia: F. A. Davis Company, 1949. 

Here is a fascinating account of medicine as it was con- 
ceived, developed and practiced by the various peoples 
of antiquity. This distinguished and comprehensive work 
is, in many ways, distinctive in the literature on medical 
history. It traces the history of medicine step by step 
from the dim days of prehistoric antiquity to the end of 
the Greco-Roman period which terminated with the fall 
of Rome in 476 A. D.—the date when most histories of 
medicine begin. 





THE STOKES SANITARIUM 223 Cherokee Road, 
Louisville, Kentucky 

Our ALCOHOLIC treatment destroys the craving, restores the appe- 
tite and sleep, and rebuilds the physical and nervous condition of the 
patient. Liquors withdrawn gradually; no limit on the amount neces- 
sary to prevent or relieve um. 

MENTAL patients have every comfort that their home affords. 

The DRUG treatment is one of gradual Reduction. It relieves the 
constipation, restores the appetite and sleep; withdrawal pains are 
decites sar No 1 eens or rapid withdrawal methods unless patient 
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NERVOUS patients are accepted by us for observation and diagnosis 
as well as treatment. 
E. W. STOKES, Medical Direetor, Established 1904. 
Telenhone—- Highland 2101 
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J. Fiorina M. A. 
SepreMuer, 1949 


Thoroughly documented, the book supplements rather 
than parallels other texts and contains much that is little 
known. Dr. Gordon carefully permits the ancient rec- 
ords and the ancient doctors to speak for themselves. In 
compiling a veritable history of human development and 
culture, he has confined his investigations to widely recog- 
nized and not ordinarily accessible sources and to dis- 
coveries in the fields of archeology, anthropology and 
paleopathology which in recent years have thrown a flood 
of light on prehistoric medicine. His work is critical, 
and in some ways organized and synthesized along com- 
pletely new lines. From the period when the art of medi- 
cine was believed to be a direct revelation of the gods, he 
progresses through to a profound coverage of the Roman 
and Talmudic periods of medicine. Time and again, he 
throws light on modern medicine, and at every turn the 
reader feels that the book hails from the pen of a prac- 


ticing physician. 
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INTERNATIONAL DIGEST OF HEALTH LEGISLATION. World 
Health Organization. Price, $1.25. Pp. 144. Geneva: 
Palais des Nations, 1948. 

This is the first number of the International Digest of 
Health Legislation. This publication is the successor to 
the first section of the Bulletin Mansuel de l’Office Inter- 
national d’Hygiene Publique, the section devoted to pub- 
lic health legislation. It is to consist of reprints and 
translations of, or extracts from, the texts of the most 
important laws and regulations dealing with public health 
and related subjects adopted in different countries. It is 
intended for all who are interested in the administrative 
and legislative aspects of public health, and its ultimate 
scope and character will be determined by such evidence 
as the World Health Organization can obtain of its utility. 
Criticisms and suggestions, especially from national and 
regional health administrations, are invited to help make 
the Digest an internationally useful source of reference 
for all aspects of health legislation. 

There are separate editions in the English and French 
languages, and each edition is issued in two forms—as a 
bound periodical, and as a collection of separate fascicles 
in a loose cover to permit filing by subject or country. 
An index to each volume will be published. Orders may 
be addressed to World Health Organization, Sales Section, 
Palais des Nations, Geneva, Switzerland, or to Columbia 
University Press International Documents Service, 2960 
Broadway, New York 27, N. Y. 
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A Distinctive Sani- 
tarium For Diagnosis 
and Treatment of Ner- 
vous and Mental Dis- 
ordors. . . .Alcoholism, 
Narcotic and Barbitu- 
rate Addiction. . . Rest 
and Convalescence. 


EDGEWOOD 
ORANGEBURG, SOUTH CAROLINA 


Edgewood offers all approved therapeutic aids. Complete bath depart- 
ments. Living accommodations private and commodious. Excellent climate 
year 'round. Unusual recreational and physical rehabilitation facilities. 
Occupational therapy. Specialize in electro-sheck and insulin therapy. 
Separate department alcoholism, narcotic, barbiturate addiction. Gradual 
reduction method. Full time Psychiatrists, nurses, and aides assure 
individual care and treatment. For detailed information write 


EDGEWOOD e¢ ORANGEBURG, S. C. 
Orin R. Yost, M. D. Psychiatrist-In-Chief 
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For the Ladies: A Diet 
That Really Works 


We went out visiting the other night 
and the ladies were talking away about 
weight-reducing diets. One of them 
hada special ‘‘15-day Hollywood diet” 
guaranteed to slim her down fifteen 
pounds’ worth. Another was living 
on bananas and skim milk! 

I might have known the missus 
would get the bug, too, and sure 
enough the other day she asks me, 
“Joe, what kind of a diet do you think 
I ought to go on?” 

“Mother,” I says, “‘the only diet 
I would ever recommend to anyone is 
simply moderation. I wouldn’t trust 
any of those get-thin-quick diets. Sim- 
ply cut down on desserts, bread, butter, 
sweets and fats—but when you do, 
even do your cutting down moderately.” 

From where I sit, moderation is the 
watchword. Moderation with food, 
with smoking or with the enjoyment 
of a friendly glass of temperate beer or 
ale. Actually, moderation adds to the 
enjoyment of just about anything. 


Ge Wassk 


Copyright, 1949, United States Brewers Foundation 
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long lines of 
black ants 


Long lines of black ants attracted to madhumeha, “honey urine,” 
led the ancient Hindu wise men to observe and recognize diabetic 
urine, which they described as “astringent, sweet, white and sharp.” 
Avid insects became an acknowledged means of diagnosis. Almost 
equally primitive methods of urine-sugar detection remained in 
effect for a score or more of centuries, until modern copper reduc- 
tion tests were perfected, refined and simplified. 

Simplest of all today is the reliable Azes tablet method, performed 
in a matter of seconds. Urine-sugar levels are determined by direct, 
easily-learned steps. The use of Clinitest (Brand) reagent tablets 
has eliminated the inconvenience of external heating. Interpreta- 
tion of routine urine-sugar testing follows readily from color scale 


comparison. 
CLINITEST, trade mark reg. U.S. and Canada 


centuries to perfect 
seconds to perform 


Clinitest 
_N for urine-sugar analysis 


AMES COMPANY, INC - ELKHART, INDIANA 
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